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Also Special Hospital 

Dispensing Unit for 
hospital use only. 


® SIMPLY JOT DOWN “Mabe Time” AND NUMBER OF COPIES 


PAT. OFF. 


BEG. U.S. 


Explaining the importance of a regular bowel habit time to your 
patients—and how to establish it—may take more time than your 
war-busy days permit. 

Let the concise treatise “Habit Time” save you that needless 
trouble. This dignified brochure explains simply and clearly how 
the patient can best supplement your special instructions to re- 
establish regular bowel habits. Colorfully illustrated, the booklet 


helps to secure patient co-operation. 


REQUIRED ON YOUR PRESCRIPTION BLANK AND SEND TO US. 
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A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

we facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding -of his life problems; and by adjustment to his rsonality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 

* physicians and a limited number of patients afford individual treatment in each case. 


{ For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


id Malcolm D. Kemp, M.D. Medical Director 


For Sale 


Hospital Beds 
Wheel Chairs 
U. V. Lamps 
Infra Red Lamps 


OUR FITTING DEPARTMENT SICK ROOM REQUISITES 


— experienced fitters — BOX COMMODES 
SACRO ILIAC SUPPORTS BED PANS—URINALS 
ABDOMINAL SUPPORTS BACK REST 
PTOSIS SUPPORTS BED TRAYS 
TRUSSES RUBBER SHEETING 
Private fitting rooms for ELASTIC HOSIERY BABY SCALES 
men, women and children ARCH SUPPORTS, ETC. CROUP KETTLES 


WINCHESTER 


“CAROLINA'S HOUSE OF SERVICE" 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
106 East 7th Street Charlotte, N. C. 111 North Greene Street Greensboro, N. C. 
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DRrISDOL in Propylene Glycol makes it possible to 
secure the benefits obtainable from combining vitamin D 
with the daily milk ration. This preparation is simple, con- 
venient and easy to use, and relatively little is required for 
prophylaxis and treatment of rickets—only two drops daily. 


INTHROP Drisdol in Propylene Glycol—10,000 units per Gram—is available in bottles containing 
5 ec. and 50 ce. A special dropper delivering 250 U.S.P. vitamin D units per drop 
is supplied with each bottle. 


WINTHROP CHEMICAL COMPANY, INC. New vork 13, v. 


Pharmaceuticals of merit for the physician WINDSOR, ONT. 


Reg. U. S. Pat. Off. & Canada 
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$100,000.00 PAID 


To Disabled Members 
of 


MEDICAL SOCIETY OF THE STATE OF 
NORTH CAROLINA 


Over Half of the Above $100,000 Was For Non- 
Con finin Disability 


When asked to buy a disability policy, always ask this question: 


Does the policy require House Confinement to get full 


monthly indemnity? 


This is the only Disability Insurance Plan that has the unqualified sanction 
and approval of your State Medical Society. 


If you are not insured in your Society group, write for particulars today. 


J. L. CRUMPTON 


Post Office Box 147 DURHAM, N. C. 


—Representing— 


COMMERCIAL CASUALTY INSURANCE COMPANY 


NEWARK, NEW JERSEY 
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An Efficient Quick Method of Blood Collection 
THE B-D VACUTAINER 


Many methods of blood collection for serology have been em- 

ployed with varying degrees of efficiency by the U. S. Armed 

Services, Federal and State Public Health Departments, Indus- 

trial Plants, Hospitals and Clinics. 

About a year ago, in cooperation with Public Health Agencies, 

Becton, Dickinson & Co. set out to develop a method of blood 

collection for serology that would combine the efficient features 

of methods then in use and eliminate their objectionable fea- 

tures. Their efforts have produced the B-D Vacutainer, employ- 

ing the vacuum process. It offers these advantages— 

@ SPEED—Less than 1 second per 1 cc. of blood—under normal conditions. 

@ CLEANLINESS—Closed container eliminates contamination or possible 
spillage. Less handling means less danger of breakage. 

@ FLEXIBILITY—The only method that permits dividing a blood specimen 

ri for serology and chemistry—under sealed conditions. 

" @ MINIMIZATION OF HEMOLYSIS @ AUTOMATIC NEEDLE CLEANSING 

@ CONSISTENTLY HIGH QUALITY OF BLOOD DELIVERED 


@ EASE OF OPERATION @ NO TRANSFERRING OF BLOOD @ LOW COST PER BLOOD 


POWERS & ANDERSON, INC. 


WINSTON-SALEM, N. € 


NORFOLK, VA. 


FOUDS WR AB 


AS ONE QUART OF MILK 


Upon Request 


This colorful chart dramatizes the importance 
of milk as a source of calcium for people of 
all ages. It demonstrates the fallacy of the 


statement “I don’t drink milk but get my cal- 


cium from fruits and vegetables.” 


THE DAIRY COUNCILS of 


Winston-Salem & Lexington Durham, Burlington & Raleigh Greensboro & High Point 
624 Reynolds Building 310 Health Center Bldg. 105 Piedmont Bldg. : 
Winston-Salem, N. C. Durham, North Carolina Greensboro, North Carolina 


DOCTORS IN NON-DAIRY COUNCIL TERRITORY CAN OBTAIN THIS MATERIAL FROM THE 


NATIONAL DAIRY COUNCIL, 111 NORTH CANAL STREET, CHICAGO 6, ILLINOIS 
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ARELY a year ago the reports regarding the use of 

penicillin in subacute bacterial endocarditis were hardly 
optimistic. Outstanding clinicians doubted if more than tem- 
porary sterilization of the blood stream could be expected. 
When the wider availability of penicillin permitted more in- 
tensive and prolonged therapy, endocarditis in many in- 
stances yielded. As recent publications show,* this serious 


infection, heretofore practically hopeless, no longer need be 
considered so. 

for this comprehensive bro- 
chure. @ The Penicillin-C.S.C. Since very large amounts of penicillin over long periods 
are required in the treatment of bacterial endocarditis, the 
of the weild Mareiera; ie @e- purity of the drug administered (number of Oxford Units per 
riodically mailed to all physi- milligram of substance) appears of importance. The high de- 
cians. Notify us, if it has not gree of purity accomplished in Penicillin-C.S.C. merits the 
been received, physician’s preference for Penicillin-C.S.C. in the manage- 


ment of bacterial endocarditis as well as in other indications. 


*Collins, B. C.: Subacute Bacte- cillin, J.A.M.A. 127:129 (Jan. 20) 

rial Endocarditis Treated with 1945. 

Penicillin, J.A.M.A. 126:233 Nahum, L. H., and Doff, S. D.: 

(Sept. 23) 1944. Recent Advances in the Treatment 
MacNeal, W. J.; Blevins, A., of Heart Disease, Connecticut M. 

and Poindexter, C. A.: Clinical J. 9:3 (Jan.) 1945. 

Arrest of Endocarditis wt Poindexter, C. A.: The Use of 

Penicillin, Am, Heart J. 28:669 Penicillin in the Treatment of Sub- 

(Nov.) 1944. 


acute Bacterial Endocarditis, re- 
Zimmerman, S. L., and Barnett, produced by permission of the 
R. N.: Case of Probable Menin- 


American Heart Association in J. 
gococcus Endocarditis Apparently Arkansas M. Soc. 41:165 (Jan.) 
Cured with Penicillin, South, M. 1945, 


J. 37:694 (Dec.) 1944. 
Herrell, W. E., and Kennedy, 


\\ 
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\ 


\) 


White, P. D.; Mathews, M. W., 
and Evans, E.: Notes on the Treat- 


= Es: R. L. J.: Penicillin: Its Use in Pedi- ment of Subacute Bacterial Endo- 
3 atrics, J. Pediat. 25:505 (Dec.) carditis Encountered in 88 Cases 
1944, 


at the Massachusetts General Hos- 
Dawson, M. H., and Hunter, pital During the Six Year Period 
T. H.: The Treatment of Subacute 1939 to 1944 (Inclusive), Ann. 
Bacterial Endocarditis with Peni- Int. Med. 22:61 (Jan.) 1945. 


PHARMACEUTICAL DIVISION 


(OMMERCIAL SOLVENTS 


17 East 42nd Street Corporation New York 1, N.*Y. 
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A STRIP of bandage flutter- 


ing from a rifle stock... 
That’s the battlefield marker of 
a wounded soldier . . . that’s the 
Army doctor’s call to action! 
On battlefields thousands of 
miles from home, the military 


medical man is proving himself 


every inch a fighting man. And 


like the man with the gun, his 


rest is often limited to a few mo- 


ments of relaxation...acigarette. 
More than likely it’s a Camel 
cigarette, for Camels are such 
a big favorite with fighting men 
in all the services. 


R. J. Reynolds Tobacco Co., Winston-Salem, N, C. 
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The MIDDLE COURSE 


of diabetes control 


The physician-pilot has three courses upon which 
to steer his diabetic patient. One is the course of 
quick-acting but short-lived insulin. Another is 
slow acting but prolonged. Between these, is the 
broad channel of ‘Wellcome’ Globin Insulin with 
Zinc—suitable for many patients’ needs. 
‘Wellcome’ Globin Insulin with Zinc is well 
adapted to the patient whose diabetes is controlled 
by a single injection. With Globin Insulin, the pa- 
tient obtains the benefits of rapid onset of action, 
sustained daytime effect, and diminished action 
at night—this last tending to minimize nocturnal 
insulin reactions. 
‘Wellcome’ Globin Insulin with Zinc is a clear 


Literature request 


BURROUGHS WELLCOME « CO. (U.S. A.) INC., 9-11 East 41st Street, New York 17, N. Y. 


solution and, in its freedom from allergenic proper- 
ties, is comparable to regular insulin. It is accepted 
by the Council on Pharmacy and Chemistry, Amer- 
ican Medical Association, and was developed ia 
the Wellcome Research Laboratories, Tuckahoe, 
New York. U. S. Patent No. 2,161,193. Available 
in vials of 10 cc., 80 units ia 1 cc. 


‘Wellcome’ Trademark “tS 
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PHARMACEUTICALS 
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MODERN THERAPIES 


\ 
Wyeth offers a complete line of pharmaceutical, 


biological and nutritional products developed to 
meet the most exacting requirements. The uniform- 
ity of Wyeth preparations is the result of long years 
of manufacturing experience; their quality, the re- 


sult of laboratory skill and the finest of material. 


WYETH INCORPORATED 
PHILADELPHIA 3, PA, 
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THE WYETH 


VIPULE 


GIVES YOU 


Caboratory fresk 


PENICILLIN SOLUTION 


THE VIPULE is a 

special glass container in which 
Penicillin, Wyeth, is reduced to a 
dry powder from the frozen state 
under high vacuum. 

The flame-sealed Vipule container, 
exclusively Wyeth, 

provides prolonged protection 

of the delicate product 

against air, moisture, and other 
deleterious influences. 

Unbroken, the Vipule retains 

the potency of the penicillin 

so effectively that it remains 
stable over long periods ... 

a highly important feature 


with this sensitive antibiotic. 


THE VIPULE 


provides a Closed-System technique for 
restoring penicillin into 


‘‘LABORATORY FRESH” 
sterile solution, 


REICHEL DIVISION 


WYETH 
PHILADELPHIA 3, PA. 


Wyeth 


INCORPORATED 


One 
NiciLl 
Dium 

ny Oxterd Unit? 


4. Below 10 ae 


Exp. 


: 


THE WYETH 


VIPULE* PENICILLIN 
PACKAGE: 


The Closed-System Unit 


ty 


One 
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One Vipule contains 100,000 Ox- 
ford units of Penicillin, Wyeth; the 
other Vipule containing the diluent 
(20 cc. of sterile, pyrogen-free 
normal saline solution) is fitted 
with double-pointed Vipule needle. 


Solutions are prepared quickly without the aid of a syringe: | 


1, Snap the se cap from the 

penicillin Vipule at the plainly 
visible etched groove. ‘Turn 
down sleeve of rubber stopper 


over neck of Vipule. 


3. Invert vial portion of the dilu- 
ent Vipule over the upright 
penicillin vial and push down- 
ward so that the ends of the 
needle penetrate both dia- 


phragms. 


2. Snap the cap from the Vipule 
with diluent to expose the free 
end of the double-pointed Vi- | 
pule needle. 


The “Laboratory Fresh" Penicillin 
solution is now ready for with- 
drawal and administration. 


*REG. U. S. PAT. OFF. 
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THE MENOPAUSE, a normal event in a woman’s disturbed psyche quieted. Amniotin is a high- 


life, is for some troublesome and stormy. ly purified, complex mixture of estrogens 


For sixteen years Amniotin, a natural estro- derived from natural sources—well tolerated 


gen, has been bringing comfort and relief to and economical. Flexible in dosage, Amniotin 
harried women. Vasomotor and accompany- is available in parenteral, oral and intravag- 


ing disagreeable symptoms are lessened, the inal forms; standardized in International units. 


~ 


TRADEMARK 
For information address Professional Service Department: QU IBB 


E. R. Squibb & Sons, 745 Fifth Avenue, New York 22, N. Y. 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE I858 
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The ever-increasing mass 
production of Penicillin is 
bringing Medicine closer and 
closer to the day when this 
potent antibiotic will be freely 
available for the treatment of 


many diseases which in the 
past have defied therapeutic 


measures. 


To make that day an early 
tomorrow, CHEPLIN LABO- 
RATORIES is devoting its 


LABORATORIES INC. | SYRACUSE I, NEW YORK 
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Original illustration 
from Principles and 
Practice of Obstetric 
Medicine,byD.D. Davis, 
M.D., London, 1836. 


It is the province of the physician to assist the patient through difficult 
periods of life, whether they be the result of structural or functional defects, 
and to contend with those conditions which oppose natural, healthy 
te functioning of the human body. Schering is privileged to share this prov- 
; ince by developing and providing new and rational therapeutic agents 


. ond for the physician which enable him effectively to combat many of the 


problems of adolescence, pregnancy, and the menopause. 
COPYRIGHT 1945 BY SCHERING CORPORATION 


SCHERING CORPORATION, BLOOMFIELD, N. J. 
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See 


would present an undue hazel salth, 
Flexible Cushioned Diaphragm may ™ prescribed with confi- 
dence. The unique patented construction of the rim provides a 


wide unindented area of contact with the vaginal walls, plus a 
buffer against spring pressure. 


“RAMSES” Flexible Cushioned Diaphragms are manufac- 
tured in gradations of 5 millimeters in sizes ranging from 50 to 
95 millimeters. They are available on the prescription or order 
: of physicians through recognized pharmacies. 


ACCEPTI D 


AMERICA, 
ME 


*The word “Ramses” ‘is the registered 
trademark of Julius Schmid, Inc. 


Gynecologica 


JULIUS SCHMID, INC. 
| Established 
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DEGREE OF EDEMA 


A PICTURE 


that means more than a thousand words 


From popular | 
cigarette No. 2 | | 


roscople agent, 


HOW IRRITATION VARIES FROM DIFFERENT CIGARETTES 
Tests made on rabbits’ eyes reveal the influence of hygroscopic agents 


CONCLUSION:* Results of these tests show that regardless of blend of tobacco, 
added materials, or method of manufacture, the irritation produced by ordinary 
cigarettes is measurably greater than that caused by PH1uip Morris. 


CLINICAL CONFIRMATION :** On men and women smokers with throats irritated 
by smoking, Puitip Morris have been shown to be definitely less irritating. 


Morris 


Philip Morris & Company, Ltd., Inc., 119 Fifth Avenue, New York 


*N. Y. State Journ. Med. 35 No. 11,590 ** Laryngoscope 1935, XLV, No. 2, 149-154 


TO THE PHYSICIAN WHO SMOKES A PIPE: We suggest an unusually fine new blend—Country 
Doctor Pipe Mixture. Made by the same process as used in the manufacture of Philip Morris Cigarettes. 
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REG. 


“SPECIAL 


PHOSPHALJE 


Maminum Phosphate Gel 


CONTAINING 4% ALUMINUM PHOSPHATE 
| 


23 PAT. OFF. | 
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NOW AVAILABLE 


THROUGH THE USUAL DRUG CHANNELS 


YOUR DRUGGIST HAS A GOOD SUPPLY 


KALAMAZOO 99, MICHIGAN 
FINE PHARMACEUTICALS SINCE 1886 
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Lilly blood 


PASSES 


‘Two Million Mark 


AN occasion of major proportions was observed early in February when 
Eli Lilly and Company completed processing into plasma the two mil- 
lionth pint of blood. Blood comes to the Lilly Laboratories from Red 
Cross donor centers in Atlanta, Chicago, Cincinnati, Columbus, Indi- 
anapolis, Louisville, Milwaukee, and St. Louis. Mobile bleeding units 
operate out of all these centers to accommodate donors in the smaller 
surrounding citir ; and towns. Blood is sent from donor centers daily in 
insulated refrigerator boxes and reaches the processing plant by overnight 
express. 

Plasma is employed to combat shock which so often accompanies 
battle injuries. Various substitute fluids have been suggested from time 
to time, but human plasma is most satisfactory. Dried plasma has the 
advantages of completeness from the physiological standpoint, stability, 
ease of transportation in large quantities, and rapidity with which the 
solution can be prepared. Every package of blood plasma processed by 
Eli Lilly and Company is supplied to the Government at exact cost of 
production. Plasma prepared by this Company is not available for civilian 
needs. Eli Lilly and Company, Indianapolis 6, Indiana, U. S. A. 
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CASE REPORTS BROADEN A TUMOR CLINIC'S USEFULNESS 


(By Critical Analyses of the Trends in Diagnosis 
and Treatment of Cancer) 


FRANK R. Lock, M.D. 
and 
MARTHA DUKES Yow, M.D. 


WINSTON-SALEM 


The increasing incidence of cancer in the 
general population is reflected by the cancer 
mortality rate in North Carolina”. 


Year Deaths Rate per 
from Cancer 100,000 pop. 
1934 1,774 53.7 
1935 1,780 52.1 
1936 1,785 52.6 
1937 1,912 54.8 
1938 1,907 53.8 
1939 1,993 56.4 
1940 2,034 56.8 
1941 2,056 56.8 
1942 2,219 60.6 
1943 2,372 63.8 
1944 2,298 61.6 


Gancer remains second among the causes of 
death in the United States. The death rate 
from cancer per 100,000 population in the 
United States registration area increased 
from 82.1 in 1916 to 111.0 in 1936”. Statis- 
ticians have shown that these figures repre- 
sent a true increase, and are not due to im- 


proved diagnosis or to greater life expect- 


ancy. We have made little progress in our 
search for the cause of malignancy. There- 
fore, our efforts at present must be directed 
toward early recognition and correct treat- 
ment of the condition. 

At the beginning of this century, the 
United States was widely criticized for its 
high maternal mortality rate. A general edu- 
cational campaign was instituted, with tan- 


From the Tumor Clinic of the North Carolina Baptist Hos- 


ital and the Department of Obstetrics and Gynecology of the 
wman Gray School of Medicine of Wake Forest College. 


1. Reports of North Carolina Bureau of Vital Statistics. 
2. Hoffman, F. L.: The Cancer Record of 1937, The Spectator, 
Prudential Insurance Company of America, June 23, 1938. 


gible early results. Many state and county 
medical societies organized maternal mor- 
tality committees which played a noteworthy 
part in this program. They found that the 
pathological conditions which contribute to 
maternal mortality occur infrequently in the 
experience of any one physician. In retro- 
spect many deaths were seen to be avoidable. 

The function of these committees was to 
investigate each maternal death which oc- 
curred in their locality, and to determine 
with the aid of the attending physician 
whether or not the death was inevitable. The 
committee made an unprejudiced analysis of 
the cause of death. In each case of an avoid- 
able death the cause was attributed either 
to ignorance or negligence on the part of the 
patient, or to errors in judgment by the at- 
tendant. In every area benefiting from the 
work of a committee on maternal mortality 
the decrease in the maternal death rate, in 
comparison to that in areas without such a 
program, has been striking. In Rhode Is- 
land’, for example, the committee began 
their survey in 1932. The maternal mortality 
rate the first year was 5.7 per 1000 live 
births; by 1942 it was 1.9 per 1000—a drop 
of 66% per cent. The only credit claimed by 
the committee for this gratifying reduction 
was its share in stimulating interest in ob- 
stetrical hazards and their proper manage- 


ment. 


8. Ten Year Study of Maternal Mortality, Rhode Island M. 
J. 26:202-204 (Oct.) 1943. 
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Patients with cancer usually come first to 
their family physician or surgeon. However, 
individual experience is even more limited 
in the highly specialized field of neoplasms 
than in obstetrical complications which so 
often cause maternal deaths. The factors in- 
fluencing the mortality rates of these com- 
pletely unrelated conditions are identical. 
The tumor clinics throughout the nation can 
serve much the same function as do the ma- 
ternal mortality committees”. This would 
depend upon the impartial review of each 
case by the clinic and an active criticism of 
its management, made with an attitude of 
generosity rather than of censure. In each 
instance names should be so closely guarded 
that no direct blame can possibly be directed 
at any person conscientiously working in the 
interests of medical progress and of the af- 
fected patient. 

The tumor clinic idea was launched by the 
American College of Surgeons in 1930, and 
by 1943 there were 380 clinics which met 
minimum standards. Approximately 80,000 
patients are seen in these clinics annually. 
The minimum requirements of a tumor clinic 
include regular attendance of a pathologist, 
radiologist, surgeon, and internist’. Repre- 
sentatives of other medical and surgical 
specialties usually attend also. A tumor 
clinic was organized at the North Carolina 
Baptist Hospital in April, 1944. Three hun- 
dred and eighty patients with malignant 
tumors have since been registered. A com- 
plete history is obtained from each patient, 
physical and laboratory examinations are 
made, and biopsies are performed for posi- 
tive diagnosis. The patient is then presented 
for group discussion. No professional charge 
is made for any service. 

The advantages which a tumor clinic of- 
fers to the practicing physician are as fol- 
lows: 

1. An opportunity for free group consul- 
tation for the diagnosis of difficult or obscure 
lesions. 

2. An opportunity to profit by observing 
the problems of many physicians. 

3. An opportunity to keep abreast of mod- 
ern methods of therapy, and to judge the re- 
sults obtained. 

4, An opportunity to refer to a group for 
study a patient who otherwise might be lost 
by direct referral to an individual. 

4. (a) Crowell, Bowman C.: The Role of the Cancer Clinic 


in Cancer Control, Radiology 40:539-542 (June) 19438. 


(b) Kress, L. C., and Levin, M. L.: Experiences and Re- 


sults in Tumor Clinic Organization in New York State, 
Radiology 40:543-548 (June) 1943. 
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The tumor clinics are open to all physi- 
cians’), many of whom accompany their own 
patients and contribute to the discussion of 
all patients presented. 

Our experience has shown us how limited 
It has 
proven the educational value of analysis of 
each case. A broad conception of the cancer 
problem results from’ the observation of 
large numbers of otherwise unavailable pa- 
tients. The exchange of ideas in the group 
brings to light many obscure interrelation- — 
ships in all cases of cancer. 

Ideally, a malignancy should be diagnosed 
at the time when simple complete surgical 
excision is possible. This ideal is seldom a 
reality. Some of the factors which tend to 
delay diagnosis and treatment are: 

1. Ignorance and pessimism of the lay 
public. 

2. Limited diagnostic facilities and experi- 
ence, and an attitude of defeatism on the 
part of the profession. 

3. Wartime pressure on physicians. 

4. The asymptomatic character of many 
early neoplasms. 

5. The usual expense of elaborate diagnos- 
tic procedures. 

Fortunately the ignorance of the public is 
being eradicated by the monumental efforts 
of the Field Army of the American Cancer 
Society. Little progress has been made in 
eliminating the attitude of defeatism in the 
doctor, who is being constantly discouraged 
by observation of patients in terminal phases 
of this disease. In the majority of these 
treatment can be only palliative at best, 
because of the extent to which the lesion had 
progressed when the need for treatment was 
recognized. However, it is encouraging to 
all of us that the last ten years have brought 
reports of increasing percentages of five- 
year cures. The difficulty presented by the 
relatively asymptomatic character of early 
neoplasms can be overcome only by exhaust- 
ive investigation of even slightly suggestive 
complaints. The expansion of diagnostic 
facilities, making them easily available, can 
banish the existing economic factors. 

- Each week it is more evident that in some 
patients late diagnosis is unavoidable. In 
many cases credit or blame is warranted. 
For each patient a probable prognosis can 
usually be determined. Favorable prognoses 


5. The Tumor Clinic of the North Carolina Baptist Hospital 
meets each Friday at 12:30 p.m. 

6. Formerly the Women’s Field Army of the American So- 
ciety for the Control of Cancer. 
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may be credited to the intelligence of the 
patient, to adequate examination by the phy- 
sician, or occasionally to the sheer good for- 
tune of an incidental diagnosis. Unfavorable 
prognoses can frequently be blamed upon ig- 
norance and delay by the patient, or upon 
poor judgment or inadequate examination 
by the physician. 

The accumulated knowledge has been of 
great interest to the members of the clinic. 
The stories given by various patients are 
not only of statistical significance, but are 
also individually interesting and informative 
records. Because the distribution of physi- 
cians in rural areas and war restrictions on 
time and travel have limited the number who 
can attend the meetings, the Tumor Clinic of 
the North Carolina Baptist Hospital pro- 
poses to publish a critique of cases in the 
JOURNAL each month. 


CASE 1 


Miss B., a 57 year old unmarried trained 
nurse, first consulted her physician on De- 
cember 8, 1943. She had reached the meno- 
pause ‘when she was 50 years of age in an 
entirely uneventful manner, with a gradual 
decrease in bleeding and final abrupt cessa- 
tion of menstruation. The only abnormality 
of menstruation she had ever exhibited was 
dysmenorrhea during her early menstrual 
life. 

After reaching the menopause, the patient 
had no bleeding or discharge whatsoever un- 
til two or three months before consulting 
_ her physician. She then began to notice a 
slight, clear vaginal discharge which grad- 
ually increased in amount and became yel- 
low. Occasional blood stains were noted in 
this secretion, but no active vaginal bleeding 
had occurred. The patient had had no asso- 
ciated symptoms, and no complaints suggest- 
ive of constitutional disease were revealed 
by a review of systems. Her weight had been 
constant. She had had no pain, and no local 
irritation associated with the discharge. 

General physical examination revealed no 
abnormalities. Pelvic examination revealed 
sparse pubic hair of normal texture and dis- 
tribution. Atrophic changes were present in 
the external genitalia, represented by flat- 
tening of the labia majora, almost complete 
loss of labia minora, and loss of elasticity of 
the skin of the vulva. The introitus was nul- 
liparous, with good support of the perineum 
and bladder. Bartholin’s and Skene’s glands 
were negative. The vaginal mucosa through- 
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out was smooth, glistening, and red in ap- 
pearance. On palpation, the cervix, 114 cm. 
in diameter, was found to be soft and regu- 
lar in outline. The uterus was atrophic; it 
measured 5 cm. in length, was in third de- 
gree retroversion, and was movable. There 
were no palpable thickenings of the parame- 
trium or palpable masses in the adnexa on 
vaginal or rectal examination. 


Speculum examination of the cervix re- 
vealed a small ulceration, approximately 14- 
1 cm. in diameter, adjacent to the external os 
of the cervix. This tissue was soft, and slight 
bleeding occurred when it was sponged. A 
biopsy specimen was taken. 

The patient’s red blood cell count was 4,- 
460,000, the white blood cell count 11,000, 
the hemoglobin 12.5 Gm. No chemical or mi- 
croscopic abnormalities of the urine were 
noted. 


Tumor Clinic Discussion 


PATHOLOGIST: The microscopic sections 
show the cervical tissue to be massively 
infiltrated with extremely active hyperchro- 
matic squamous epithelial cells which pre- 
sent numerous mitotic figures, and form 
lakes and cords of tumor cells. Many areas 
of the tumor show massive infiltrations of 
leukocytes. No epithelial pearl formation is 
present and in many instances the epithelial 
cells are approaching a spindle cell appear- 
ance. Diagnosis: Squamous cell carcinoma 
of cervix, grade between three and four. 


RADIOLOGIST: The use of irradiation alone 
for the treatment of squamous cell carcinoma 
of the cervix has been the accepted treat- 
ment in practically all clinics during the last 
two decades. The decision which must be 
made concerns the irradiation dosage which 
is applicable for the patient, rather than a 
choice of the method of treatment. Aimost 
without exception in this type of case, x-ray 
irradiation is indicated as the first step in 
treatment. This therapy is followed by the 
necessary amount of radium. 

There are two reasons for this arrange- 
ment and timing of the irradiation therapy: 
the first is that the use of radium is contra- 
indicated by the presence of infection, which 
almost invariably accompanies any ulcera- 


‘tive lesion; the second is that with any exten- 


sive lesion on the vaginal wall and particu- 
larly in the recto-vaginal and vesico-vaginal 
septum, the abrupt sloughing following an 
application of radium may result in fistula 
formation. 
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In this patient, the very limited extent of 
the lesion and the absence of inflammatory 
reaction, other than that secondary to the 
tumor itself, raise the question of the advis- 
ability of using radium primarily for imme- 
diate destruction of this limited lesion. The 
moderate obesity, with a rather thick abdom- 
inal panniculus, and the fact that the patient 
is quite blond may appreciably limit the dos- 
age of x-ray and its effectiveness. 


GYNECOLOGIST: The diagnosis of a League 
of Nations clinical stage one carcinoma of 
the cervix is exceptional in our experience 
and in that of all of the gynecological serv- 
ices the country over. Great credit is due the 
patient for promptly seeking attention for 
symptoms which would be considered insig- 
nificant by many patients. Her physician is 
to be highly commended for the immediate 
biopsy of this small, soft, and apparently 
superficial lesion, which lacks many of the 
characteristics of the usual cervical carci- 
noma. 

The gynecological group in the profession 
has abandoned the use of radical operation, 
with few exceptions, in an attempt to cure 
even these very early lesions. The rich 
lymphatic anastomosis in the cervix means 
that extension of the lesion to the adjacent 
pelvic lymphatic glands has, for practical 
purposes, invariably occurred. We can offer 
this patient an 85-90 per cent chance of five- 
year cure with irradiation. The gross mor- 
tality due to this treatment, even in the pres- 
ence of extensive infected lesions, is 1 per 
cent in the better clinics. Treatment of a lim- 
ited lesion of this type should have a neg- 
ligible mortality. 


The trend to combine operative proced- 
ures with irradiation is evident in the liter- 
ature. Dr. Fred Taussig’ has recently re- 
ported favorable results from the use of reg- 
ional lymphadenectomy in combination with 
irradiation in the clinical stage two carci- 
nomas of the cervix. A procedure of this 
type may be worth considering at a later 
date for this patient. 


Tumor Clinic Opinion 


Treatment of choice: Irradiation. Radium 
application to precede deep x-ray therapy 
to the pelvis, for the reasons listed. 

Prognosis: Excellent. 

Credits: (1) Intelligence of the patient 

(a nurse). 
7. Taussig, F. J 


J.: Present Status in Treatment of Cervix 
Cancer, J. Mt. Sinai Hosp. 10:172-175 (May-June) 1943. 
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(2) Biopsy of a small, atypical 
cervical lesion by the phy- 
sician. 

(3) Early treatment. 

Follow-Up Note 


Radium was placed in the cervix on De- 
cember 27, 1943, and a total radium cose of 
4800 mg. hours was given without reaction. 
This treatment was begun less than three 
weeks after the patient’s first visit to a phy- 
sician. In the following weeks deep pelvic 
roentgen therapy was given to the tolerance 
limit of the patient’s skin; the total amount 
given was 4,032 roentgen units. 

The patient returned regularly for obser- 
vation at the Tumor Clinic. She was last 
seen on February 8, 1945, when pelvic exam- 
ination revealed a smoothly healed vaginal 
mucosa without evidence of a gross lesion, 
and rectal and vaginal examinations revealed 
the uterus to be freely movable, with no pal- 
pable tissue present in the parametrium. 

The patient has no complaints, and she 
has had no vaginal discharge or bleeding. 
She has resumed her full activities, and her 
general condition is excellent fifteen months 
after the initial diagnosis. 


CASE 2 


Two years ago this 53 year old carpenter 
began to have “bleeding hemorrhoids” and 
his stools began to diminish progressively in 
diameter. About the same time, he had two 
attacks of “‘stomach trouble,” characterized 
by nausea, vomiting, and tarry stools. He 
did not seek the advice of a physician at this 
time. Six months ago, when he consulted a 
doctor, he was told that he had hemorrhoids, 
and a hemorrhoidectomy was_ performed. 
“Barium x-ray studies’ were made, and he 
says that his stomach and rectum were re- 
ported to be normal. Gastric analysis is said 
to have revealed hyperacidity. 

Six weeks after operation he had a recur- 
rence of rectal bleeding and began to have 
symptoms of low intestinal obstruction. 
When he was seen here as an outpatient in 
January, 1945, he had an anal stricture 
which would not admit an examining finger. 
The patient was advised to come into the 
hospital for sigmoidoscopic examination. He 
delayed entering the hospital for some two 
months, and during the interim was treated 
with “shots” to stop the rectal bleeding. Hos- 
pitalization for study was again advised. 

Two months after his initial visit to the 
outpatient department, he entered the hos- 
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pital. Examination under spinal anesthesia 
revealed not only an anal stricture but also a 
large fungating mass on the left antero- 
lateral wall of the rectum, approximately 6 
cm. above the anal orifice. A portion of the 
mass extended onto the posterior wall of the 
rectum. It measured about 8 by 8 cm. and 
was firmly fixed. It was difficult to tell 
whether or not there was bladder involve- 
ment. Several biopsy specimens were taken 
from this mass at different points. 

An x-ray film of the pelvis revealed no evi- 
dence of metastasis. Cystoscopic examination 
was done, and the diagnosis was prostatic 
median bar enlargement; no gross pathology 
was noted in the bladder mucosa. 


This man’s general condition seems excel- 
lent. He has had no weight loss and no com- 
plaints referable to any system other than 
the gastro-intestinal tract. The red blood 
cell count is 5,200,000, the white blood cell 
count 12,300, the hemoglobin 11.1 Gm. Urin- 
alysis showed 5-8 white blood cells and 3-5 
red blood cells per high power field, but no 
other abnormality. 


Tumor Clinic Discussion 


PATHOLOGIST: This is a perfect biopsy 
specimen from a pathological point of view. 
It consists of fragments of tissue identified 
as rectal mucous membrane, or at least large 
bowel mucous membrane, in which one sees 
a definite transition from normal large 
bowel mucous membrane to adenocarcinoma- 
tous tissue. The transition is abrupt and is 
characteristic of cancer found in the rectum 
- or recto-sigmoid. The tissue is moderately 
well differentiated; the cells show anaplasia 
and hyperchromatism, with a moderate num- 
ber of mitotic figures. The pathological di- 
agnosis is adenocarcinoma, arising in the 
large bowel, about grade two. 

FIRST SURGEON: We plan to attempt an 
abdominoperineal resection upon this man. 
He is at present being prepared with sodium 
sulfathalidine. We hope to be able to remove 
this tumor as a palliative measure, if not as 
as a curative measure. These patients al- 
ways do better with removal of the primary 
growth, rather than a simple palliative colos- 
tomy. The extent of the lesion is such that 
I doubt if we can do more than relieve the 
obstruction. 

I feel that this tumor was present at the 
time of the hemorrhoidectomy, and that it 
emphasizes the necessity for a careful sig- 
moidoscopic examination during any rectal 
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operation. We all admit that in many cases 
a satisfactory examination cannot be done 
unless the patient is under anesthesia. 


PATHOLOGIST: What about the procedure 
of fulguration of the tumor if it is not re- 
sectable? 


SECOND SURGEON: This procedure has 
been recommended by a group of workers in 
Oregon in a report of a large series of pa- 
tients treated by abdominoperineal resec- 
tion. Fulguration was carried out with an 
electrosurgical unit in elderly patients, and 
in cases where there was a contraindication 
to extensive surgery, or where the tumor 
mass was not resectable. They obtained very 
satisfactory palliative results for as long as 
three years in most of the patients. Of 
course, the procedure has certain dangers, 
particularly that of perforation, with asso- 
ciated pelvic peritonitis. 

THIRD SURGEON: How about the procedure 
of rhizotomy simply for relief of pain or the 
instillation of ammonium sulfate into the 
intrathecal space as has been recommended 
recently in cases of inoperable pelvic carci- 
nomas? I believe that this should be kept in 
mind if the other procedures fail. 


FIRST SURGEON: We are faced with the 
combined problem of internal obstruction 
and rectal malignancy. Operation of some 
type must be done, and our decision will of 
necessity be made at the time of operation. 
I believe we are agreed that the procedure 
must almost inevitably be simply palliative. 

RADIOLOGIST: We can offer only palliative 
therapy for carcinoma of the rectum. Many 
patients are relieved of most of their local 
complaints for long periods of time by ir- 
radiation. The recent reports indicate that 
the best results are obtained with super- 
voltage roentgen therapy. 

Although the bony pelvis shows no x-ray 
evidence of metastasis, this does not mean 
that the periosteum and the sacrum are not 
already involved. Bone changes demon- 
strable by x-ray are the result of bone de- 
struction, and imply a gross lesion. 

In view of the obstruction, x-ray therapy 
offers little or nothing to this man. 


Tumor Clinic Opinion 
The recommendation of the clinic is an 
exploratory operation, with an abdomino- 
perineal resection if this is at all possible, 
regardless of whether the lesion is believed 


to be curable by operation. 
Prognosis: Very poor. 
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Blame: 1. Delay by patient. 
2. Inadequate examination by first 


examining physician. 
Follow-Up Note 


This patient was operated upon one week 
after his presentation at the Tumor Clinic. 
The surgeon’s report was as follows: “An 
abdominoperineal resection was carried out. 
At operation the tumor was found to have 
infiltrated the rectal wall and adjacent tis- 
sues so that it was densely adherent to the 
bladder. It was necessary to open the base 
of the bladder in order to carry out the re- 
section. There were no glands involved along 
the aorta or either iliac artery. There were 
no metastases in the liver or other abdominal 
organs. It was felt that the prognosis was 
very poor in spite of the fact that most of 
the tumor mass was removed and that no 
wide extension was found.” 


PRINCIPLES FREQUENTLY 
NEGLECTED IN THE TREATMENT 
OF POLLINOSIS 


RALPH V. ELLIS, M.D. 
GREENSBORO 


The prophylactic injection of specific pol- 
len extracts affords more relief to the suffer- 
er from pollen disease than does any other 
form of treatment. Some have been more 
successful with this method than have 
others, and considering the amount of detail 
involved in its correct application, it would 
be strange if this had not been so. The de- 
gree of success attained by those who use 
this method of treatment will depend upon 
the extent to which the two cardinal prin- 
ciples of specific and adequate treatment are 
recognized. 

If the treatment is to be specific, the in- 
jections must contain extracts of all the anti- 
genically different pollens to which the pa- 
tient is sensitive and which seasonally per- 
meate the atmosphere of the patient’s en- 
vironment. If the treatment is to be ade- 
quate, the amount of extract administered 
must be sufficient to render the patient in- 
sensitive to the amounts of pollen to which 
he is ordinarily exposed. 


Read before the Section on Ophthalmology and Otolaryn- 
gology, Medical Society of the State of North Carolina, Pine- 


hurst, May 2, 1944, 
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Fig. 1. Showing (1) the lack of correlation be- 
tween skin sensitivity and clinical sensitivity, 
and (2) the relative clinical importance of vari- 
ous pollen groups. (From Ellis, R. V.*) 
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The Principle of Specificity 
Skin testing 


The first principle depends upon the eti- 
ologic diagnosis. The skin test, which is the 
technique most commonly used in the eti- 
ologic diagnosis of hay fever and related 
conditions, is based upon the fact that the 
skin is usually sensitive to the allergenic sub- 
stance of the pollen grains, even when skin 
manifestations are not a part of the clinical 
picture. That patients often exhibit positive 
skin reactions to pollens which do not give 
rise to symptoms in the respiratory mucous 
membranes is a fact concerning which many 
physicians appear to be uninformed. AI- 
though this lack of correlation between skin. 
sensitivity and clinical sensitivity has long 
been known, it has not received the emphasis 
which it deserves. Notwithstanding the 
great value of skin testing, its limitations 
must be recognized, or the etiological diag- 
nosis will be erroneous as often as it is cor- 
rect. In fact, a positive pollen test, in itself, 
no more establishes an etiological diagnosis 
than a positive Mantoux test indicates an 
active tuberculosis. 

Skin sensitivity may exist in marked de- 
gree without any demonstrable sensitivity in 


| 
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the respiratory mucosa (fig. 1). Although 
rare, the converse also occurs—that is, mu- 
cous membrane sensitivity may exist with- 
out demonstrable skin sensitivity. Errors 
due to this latter factor alone will be few 
when patients giving negative reactions to 
the scratch test are retested by the method 
of intradermal injection. 

I do not mean to imply that skin testing 
is of no value in the diagnosis of hay fever. 
Nothing could be further from the truth. 
The results of skin testing are of great value, 
but only when correlated with other impor- 
tant data. 


The atmospheric pollens 


If a positive skin test to any particular 
species of pollen is to have diagnostic signifi- 
cance, it must be shown that this species of 
pollen is a pollutant of the atmosphere of the 
region in which the patient resides, and also 
that the period of pollination coincides with 
the patient’s illness. The gross neglect of 
this extremely important principle indicates 
that the profession in general is not sufficient- 
ly well informed concerning the periodicity 
of pollination in the various species of plants. 
The pollination period of each species varies 
but little from year to year, and the vari- 
ation is in fact almost negligible except for 
the species flowering early in the spring. 
The duration of the pollination period varies 
considerably in different species, some 
flowering for a few days only (as in the case 
of the trees), others for several weeks—for 


.example, the pigweed and ragweed. 


Concerning the pollens which cause human 
illness throughout the length and breadth of 
our country, knowledge is by no means com- 
plete. Blackley’s work, which so conclusively 
established the etiological role of pollens in 
hay fever, included only the pollen of certain 
grasses. Evidence quickly accumulated that 
the pollen of other plants was also involved. 
The erroneous presumption arose, and un- 
fortunately still prevails to an unwarranted 
extent, that any flowering plant is potential- 
ly a cause of hay fever. It was not until 1917, 
when Scheppegrell” pointed out that only 
those species which pollinate through the 
agency of wind pollute the air in sufficient 
amounts to cause allergic manifestations, that 
any real progress was made in determining 
the causes of hay fever. Numerous botanical 


surveys were made, listing the wind polli- 
1. Scheppegrell, W.: Classification of Hay Fever Pollens, Bos- 
ton M. & S. J. 177:42 (July 12) 1917. 


POLLINOSIS—ELLIS 191 


nated species occurring in the area surveyed, 
and giving the approximate periods of bloom 
upon the basis of field observations. These 
surveys indicated which plants were poten- 
tial pollutants of the atmosphere, but failed 
to demonstrate actual pollution or to give 
any information as to the amount of pollu- 
tion. 

There is available a method, however, 
which will furnish positive information con- 
cerning the plants responsible for atmos- 
pheric pollution. It consists in exposing 
microscopic slides coated with a sticky sub- 
stance to catch pollen grains settling out of 
the atmosphere. By microscopy the various 
pollens are then identified and counted. These 
data give accurate information concerning 
the kinds of pollen which pollute the air, and 
are a reasonably accurate index to the 
amount of each which is present. This kind 
of information eliminates guesswork and 
leads to accurate determination of the causes 
of hay fever. Only through extensive appli- 
cation of this method over the entire coun- 
try can the treatment of pollinosis become 
exact. The chief obstacle to a more extensive 
use of the slide or pollen count method lies 
in the dearth of competent technicians. The 
only means of overcoming this is to train 
more individuals to do this work. Very little 
information of this kind is available for 
North Carolina. Todd in 1934°) published 
some valuable data, but this study is very 
incomplete. This society should seek ways 
and means to accumulate more accurate data 
on the causes of hay fever by supporting 
investigations in various’ representative 
areas throughout the state. 


The group principle 


The botanical surveys which have been 
published for the United States list more 
than one thousand species of wind pollinated 
plants. With the aid of information con- 
tributed by the pollen count method many 
have been eliminated as causes of hay fever, 
since it can be shown that many do not cause 
atmospheric pollution and that for others it 
is insignificant. Another important discov- 
ery has been that even the trained morphol- 
ogist is unable to differentiate the pollens of 
some closely related species as he encounters 
them on the slide. This fortunately seems 
unimportant, for the pollens of closely re- 
lated species appear to contain essentially 
one common excitant. A person sensitive to 


2. Todd, L. C.: Hay Fever Poller Content of Air in Charlotte 
in 1933, South. Med. and Surg. 96:848-346 (July) 1934, 
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Fig. 2. Duration of pollination, together with the time of greatest pollen production of each group. 
(From Ellis, R. V.*) 


one species of oak, for example, is sensitive 
to all species of oaks. The same statement 
applies to various other family groups, such 
as the Ambrosiaceae, Gramineae, Amaran- 
thaceae, and Chenopodiaceae. The simplifi- 
cation resulting from this principle is tre- 
mendous. Hundreds of species become 
grouped as a few antigenic groups. (Fig. 2) 


Multiple sensitivity 


Another fact which has not received suffi- 
cient consideration is that a majority of in- 
dividuals suffering from pollen disease are 
susceptible to more than one cause, even 
when these causes have been reduced to 
group antigens. In a series of 700 hay fever 
patients™, 43 per cent suffered during the 
fall period. Only 3.5 per cent were suscep- 
tible to ragweed alone, 39.5 per cent being 
allergic to other pollens in addition to that 


of ragweed (table 1). 


8. Ellis, R. V.: Pollinosis from the Standpoint of Preventive 
Medicine and Public Health, Journal-Lancet 60 :253-257 
(June) 1940, 


The Principle of Adequacy 


Adequacy of treatment is both qualitative 
and quantitative. If each pollen is viewed 
as a separate and specific cause of hay fever, 
the problem of compounding an extract for 
treatment is extremely complex. When the 
principle of group antigens is employed, the 
problem is greatly simplified. If a patient 
is sensitive to more than one antigenic 
group, two factors must receive considera- 
tion in the treatment: (1) the relative sensi- 
tivity of the patient to each component, and 
(2) the relative amounts of each component 
encountered by the patient. No formula has 
as yet been devised to place this on a strictly 
mathematical basis. 
~- To be quantitatively adequate the amount 
of extract administered must be sufficient to 


‘render the patient insensitive to the amounts 


of pollen antigen which he ordinarily en- 
counters. It is important to remember that, 
although pollen extracts may be standard- 
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Table 1 


Apr. May June July Aug. Sept. 


Oct. Number Per cent Causes: 


ee 25 


*Amaranth, Chenopod, Dock and Plantain Groups. 


7 1. ) 
) Trees 
7 1 ) 
28 4. Grass 
48 7. Weeds* (Not inc. ragweed) 
Ragweed 
16.5 Total 
. 276 39.5 Ragweed and weeds* 
. 161 23. Grass and weeds 
eee 141 20. Trees, grass and weeds 
l. Trees, weeds 
700 100.0 


ized with reasonable accuracy, patients can- 
not be. There is at present no means by 
which we can determine in advance the 
amount of pollen extract needed to prevent 
the occurrence of symptoms in an individual 
patient. This same difficulty, however, has 
been encountered in certain immunization 
procedures with which we have succeeded 
admirably. It is a well established fact that 
some people may be immunized to diphtheria 
with as little as .1 cc. of Ramon’s toxoid; 
yet more than 50 per cent of individuals re- 
quire at least 2 cc., and occasional individ- 
uals as much as 5 cc. to accomplish the same 
purpose. The accepted procedure for im- 
munizations in general is to administer more 
than is needed for the average person. 

Pollen extracts are standardized in terms 
of units. It is unfortunate that there are in 
use several different kinds of units. Although 
these are not interchangeable, any one seems 
to serve equally well when used consistently. 
We have found that ‘a total of 200,000 to 
300,000 pollen units* will need to be adminis- 
tered to the average hay fever sufferer dur- 
ing a period just preceding the date at which 
symptoms are expected. For the sake of 
safety and comfort the administration of this 
dose should be distributed over a period of 
not less than twelve weeks, and preferably 
longer. 

As a general rule, pollen extract treatment 
sets commercially available contain too little 


*1 unit equals .00001 mg. of pollen nitrogen. 


of the antigenic material to be of much value. 
Many manufacturers have pushed the sale of 
sets containing fifteen doses, each in a sep- 
arate ampule. These may be attractive to the 
patient but could have little more than a 
psychological effect in relieving symptoms, 
for the total amount of antigen in such sets 
ranges from 10,000 to 20,000 units—less 
than 10 per cent of the amount usually re- 
quired for a successful pre-seasonal treat- 
ment. Such packages also unnecessarily in- 
crease the cost of treatment. From 1 Gm. of 
pollen, the average cost of which does not 
exceed 25 cents, the manufacturer obtains a 
million pollen units. There can be little ex- 
cuse, therefore, for marketing treatment sets 
containing less than an adequate supply of 
antigen. It would make no appreciable dif- 
ference in the manufacturer’s cost whether 
a treatment set contained 50,000 or 500,000 
units, as the cost of the crude pollen in either 
case would not exceed 5 cents. The manu- 
facturers of pollen biologicals, for the most 
part, have not kept faith with our profession, 
and have not made treatment sets with 
adequate amounts of antigen easily available. 


Summary 


1. In order to be successful, the treatment 
of pollinosis by the prophylactic injection of 
pollen extracts must be specific and adequate. 

2. The etiologic diagnosis of pollinosis 
must be based on a correlation of the results 
of skin testing with other important data. 


eee eee 
eevee 
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3. A more complete knowledge of the anti- 
genic pollens native to North Carolina should 
be obtained by investigations employing the 
pollen count technique. 

4. The use of the group antigen principle 
will greatly simplify the problems of diag- 
nosis and treatment. 

5. The commercially available pollen ex- 
tract treatment sets do not, as a rule, con- 
tain adequate amounts of antigen. 


THE SIGNIFICANCE OF PLEURISY 
WITH AND WITHOUT EFFUSION 


ALLISON L. ORMOND, M.D., F.A.C.P. 
HICKORY 


It is the purpose of this paper to attempt 
to show that the tubercle bacillus is the di- 
rect exciting etiological factor in an over- 
whelming majority of all cases of pleurisy, 
either with or without effusion. 

Christian, in his recent revision of Osler’s 
Principles and Practice of Medicine, said: 
“The early diagnosis of pulmonary tubercu- 
losis may be said to mean the recognition of 
lesions which do not give positive signs. Sus- 
picion is an important factor in the early 
diagnosis with the determination to leave 
nothing undone to decide whether or not tu- 
berculosis is present in the patient.” 

In the year 420 B.C. Hippocrates left to 
posterity this wise aphorism: “If disease and 
treatment start together, the disease will not 
win the race.” Certainly this is particularly 
applicable to the handling of all cases of 
pleurisy with and without effusion. 


Historical Conditions 


Prior to the time of Hippocrates, the term 
pleuritis was employed in connection with 
almost any condition accompanied by pain 
in the chest. Curiously enough, Hippocrates 
(460-870 B.C.) omitted entirely the symp- 
toms of pleurisy in his otherwise accurate 
tabulation of the cardinal symptoms of pul- 
monary tuberculosis. Aurelianus in the year 
450 A.D. added pleurisy to the list. 

Among the many who wrote on the subject 
of pleurisy through successive centuries, the 
name of Laennec stands out above all 


Read before the Section on the General Practice of Medi- 
cine and Surgery, Medical Society of the State of North Caro- 
lina, Pinehurst, May 2, 1944. 
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others”), Through the invention of the steth- 
oscope and the publication of his classical 
book, “Traite de l’auscultation mediate,” he 
unquestionably established the foundation 
for our present knowledge of intrathoracic 
disease. Few diagnostic physical signs of 
importance in any form of pleurisy have 
been added to the ones described by him. As 
advances in pathology and bacteriology were 
made, the relationship between diseases of 
the lung and pleura was gradually estab- 
lished. 


Definition of Pleurisy 


Pleurisy is an inflammation of the serous 
coverings of the lungs and may involve the 
visceral, parietal, interlobar, and diaphrag- 
matic layers”). It may be acute or chronic, 
sharply localized or diffuse, dry or accom- 
panied by a serous, serofibrinous, purulent, 
or hemorrhagic effusion, small and encapsu- 
lated or filling most of the complemental 
space. 


Classification 


The types of pleurisy may be classified 

under four main headings, as follows: 

I. Acute fibrinous or plastic pleurisy(). 

A. Primary, caused by injury to the chest 
wall. 

B. Secondary, originating (1) from exten- 
sion of an inflammatory process involv- 
ing the lungs, pericardium, mediastinum 
or occasionally the liver; or (2) from the 
blood stream in cases of septicemia. 

II. Acute serofibrinous pleurisy, or pleurisy 
with effusion. This type constitutes a large 
percentage of all cases of pleurisy. 

III. Purulent pleurisy or empyema. This type is 
usually secondary to infection in the lung. 
IV. Special forms of pleurisy: 


A. Encapsulated pleurisy. 
B. Hemorrhagic pleurisy. 
C. Diaphragmatic pleurisy. 
D. Encysted pleurisy. 

FE. Interlobar pleurisy. 

Chylothorax. 


For all clinical purposes we may divide 
pleurisy into two main etiological groups: 
1. Tuberculous, comprising about 70 per 
cent of all cases. 
2. Non-tuberculous. 


Etiological Factors 


It is now generally believed that pleurisy 
is always secondary to disease elsewhere in 
the body, particularly pulmonary disease. 
Inasmuch as tuberculosis is by far the most 
frequently encountered pulmonary infection, 


2. Miller, and Mohr,, in Cyclopedia of Medicine, Surgery, 
and Specialties, Philadelphia, F. A. Davis Co., 1986, vol. 
11, pp. 778-774, 
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this disease overshadows all others as an ex- 
citing cause of pleurisy with and without ef- 
fusion; however, we may see pleurisy as a 
sequel of lobar pneumonia, bronchopneu- 
monia and pneumonitis, hemorrhagic infarc- 
tion and embolus, pulmonary abscess and 
gangrene, mycotic infection, bronchiectasis, 
malignancy, and typhoid fever. Pleurisy may 
also result from septicemia, endocarditis, 
tonsillitis, osteomyelitis, pelvic and prostatic 
infections, or intra-abdominal infections. 

The bacteria most commonly seen in cases 
of pleurisy are tubercle bacilli, pneumococci, 
staphylococci, and streptococci, in the order 
named. A positive tuberculin test is present 
in the overwhelming majority of these cases. 

Although exposure to cold, per se, is no 
longer considered a cause of pleurisy”’, un- 
due exposure, especially with fatigue, seems 
to initiate respiratory infections which may 
lead to pleurisy. Occupational and environ- 
mental factors which predispose to pulmon- 
ary tuberculosis and other respiratory dis- 
eases also influence the occurrence of pleu- 
risy. Pleurisy reaches its highest peak co- 
incident with the annual rise in pulmonary 
disease during the winter months. Pleurisy 
is most common in young adults, and males 
are affected more often than females. 


Statistics on the relation of pleurisy 
to tuberculosis 


For at least fifty years many clinical and 
statistical studies have been made to estab- 
lish the percentage of cases of pleurisy with 
effusion associated with or followed by pul- 
monary tuberculosis. The reported percent- 
ages of patients developing tuberculosis with- 
in seven years after an attack of pleurisy 
have varied from 35 to 70 per cent). If 
more cases could be followed for a longer 
period of time, it is very likely that the per- 
centage would be raised to approximately 
80 per cent. Graham) says that more than 
80 per cent of the cases of pleurisy with ef- 
fusion are tuberculous in origin. A very 
high percentage of guinea pigs inoculated 
with the exudate aevelop. tuberculosis, even 
when exhaustive microscopic examinations 
of the fluid have failed to reveal the tubercle 
bacilli. 

Other writers have attempted to establish 
the relationship of tuberculosis to pleural 
effusion by analyzing a large series of cases 
8. (a) Hamman, L., cited by Christian(1), p. 857. 


(b) Hedges, C. E.: The Aetiology, Immediate and Remote 
Prognosis of Primary Pleurisy with Serous Effusion, 
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of pulmonary tuberculosis to determine the 
incidence of patients with a preceding his- 
tory of pleurisy with effusion. Records of 
the Phipps Institute show that out of 5,896 
patients with tuberculosis, 23.8 per cent gave 
an antecedent history of pleurisy®». Hast- 
ings, reviewing the histories of 1,182 pa- 
tients with pulmonary tuberculosis, noted 
the occurrence of fibrinous pleurisy and pleu- 
risy with effusion in 55.7 per cent, 


Clinical Picture 


Onset 


The onset of pleurisy with and without ef- 
fusion may be abrupt or insidious. In the 
former case the patient may complain of a 
stitch in the side, or a sudden, sharp, lanci- 
nating pain in the chest, accentuated by res- 
piration. If the onset is insidious, there is 
soreness in the chest, general malaise, cough, 
headache, nausea, fever, anorexia, loss of 
weight, and increasing fatigability. Pleurisy 
which begins abruptly is more likely to be 
of non-tuberculous origin; that which has 
an insidious onset, tuberculous. Pain is more 
severe in the former group. 


Physical signs 


1. The patient is usually lying on the af- 
fected side, except in the case of diaphrag- 
matic pleurisy, when the patient is more 
likely to lie on the uninvolved side. 

2. Motion of the affected side is restricted. 

3. Friction fremitus is often felt. 

4. There is impairment of percussion only 
when fluid has formed. 

5. As a rule there is a friction sound on 
auscultation. This varies from fine, super- 
ficial crepitant rales, not easily distinguished 
from pulmonary rales, to a loud, grating, 
leathery sound. The friction sound becomes 
less audible or disappears entirely under the 
following conditions: 

a. Absorption of the inflammatory 

exudate 

b. Formation of an effusion 

ce. Formation of adhesions 

d. Immobility of the affected side. 

The transition from fine crepitant rales to 
friction rub to disappearance of diagnostic 
signs because of fluid formation is often so 
rapid that the diagnosis may be completely 


5. (a) Burrell, L.S.T.: Pleural Effusion, Brit. M. J. 1:619-621 
(April 11) 1981. 
(b) Norris, G. W. and Landis, H. R. M.: Diseases of the 
Chest and the Principles of Physical Diagnosis, ed. 5, 
Philadelphia, W. B. Saunders Co., 1933, p. 673. 
(c) Pierce, E. A.: Pleurisy and Tuberculosis, Northwest 
Med, 9:114-115 (March) 1917. 
(d) Hastings, D. R.: Pleurisy; Its Significance and Treat- 
ment, Minnesota Med, 9:114-115 (March) 1926. 
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missed if one does not listen to the chest fre- 
quently enough. 


X-Ray Diagnosis of Hydrothorax 
Early 


The early formation of pleural effusions 
is not easily detected in the usual posterior- 
anterior roentgenogram because the fluid 
gravitates to the posterior costophrenic si- 
nus, this being the most dependent part of 
the pleural space. It has been estimated that 
amounts up to 400 cc. cannot be visualized 
by the usual methods”, Frequently, in the 
posterior-anterior film, a fuzzy roughening 
of the lateral costophrenic sinus can be made 
out. In a posterior-anterior roentgenogram 
made in the lateral decubitus position, a 
linear shadow can often be seen parallel to 
the long axis of the chest. This is due to 
fluid that has gravitated to the inferior cen- 
tral gutter. 


Intermediate 


Fluid of any consequence casts a shadow 
of much the same density as those of the 
heart, diaphragm, and _ sub-diaphragmatic 
organs. It is difficult at times to distinguish 
it from these shadows and from shadows 
produced by tumors, consolidation of the 
lung, and marked pleural thickening. As the 
amount of fluid increases, the obliteration of 
the costophrenic sinus is increasingly notice- 
able. The shadow becomes larger and the 
upper surface becomes concave, curving up- 
ward and outward from the hilum to the 
midaxillary line. This persistent curved up- 
per border is due to the fact that the outer 
margin of the lung is lighter and more com- 
pressible than the inner portion. 


Late 


As the fluid increases, it extends upward 
towards the apex but maintains the diag- 
nostic concave surface. The concave surface 
disappears at the apex in cases of massive 
hydrothorax with marked mediastinal dis- 
placement. 


Differential Diagnosis 


Although the clinical picture of pleurisy 
with and without effusion is almost pathog- 
nomonic, typical cases may be confused with 
other conditions, such as intercostal neural- 
gia, herpes zoster, myalgia, Pott’s disease, 
aneurysm, and intrathoracic tumors. Chris- 
tian’ says that a diagnosis of intercostal 


6. Christian, Henry A.(1), p. 33. 
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neuralgia should be made with great hesita- 
tion, for it is probably very rare. The other 
conditions named present additional symp- 
toms and signs other than pain. A sudden 
pain in the chest producing an indefinite fric- 
tion rub with elevation of temperature, 
cough, and partial immobilization of the af- 
fected side is always pleuritic in nature. 

Although diaphragmatic pleurisy alone is 
rare, it does occur; the referred pain often 
follows the phrenic nerve and causes pain 
in the shoulder region posteriorly. Just as 
frequently the pain is conveyed through the 
tenth, eleventh, and twelfth thoracic nerves 
and is referred to their areas of distribution 
in the lower abdomen. I am familiar with a 
case in which the pain was referred to the 
lower right quadrant of the abdomen, and an 
appendectomy was done. The pain persisted 
following convalescence, and an x-ray film 
of the chest revealed right basal pulmonary 
tuberculosis with cavitation. 


Etiologic Diagnosis 


When the diagnosis of pleurisy with or 
without effusion is established, the proced- 
ures listed below should be followed: 

1. Have a tuberculin test done. 

2. Have an x-ray film made of the chest. 

3. Aspirate a sufficient amount of the ef- 
fusion for laboratory examination. 

4. Over a period of years make frequent 
fluoroscopic or x-ray examinations of 
the patient. 

Curiously enough, it is the classical case 
of pleurisy with or without effusion in which 
etiologic studies are entirely and repeatedly 
neglected. A patient comes to his doctor 
with the history of a “stitch in his side,” 
and with dyspnea, pain in his lower chest 
with almost every breath, a slight fever, and 
an apprehensive expression. Examination 
reveals crackling rales and a suspicious fric- 
tion rub over the point of maximum pain 
and tenderness. A diagnosis of simple pleu- 
risy is made. Treatment usually consists in 
relief of the pain by medication and immobil- 
ization of the chest by strapping. The pa- 
tient is sent home with the assurance that 
he has just a little pleurisy and that he will 
be all right in a few days. When he is seen 
again in a few days his pain has almost dis- 
appeared, his temperature is almost normal, 
and the patient is feeling much improved. 
Examination may or may not reveal crackl- 
ing rales at the site of the original pain. The 
patient is again assured that the pleurisy 
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will soon disappear entirely. A week later 
all physical signs have disappeared and he 
is allowed to return to normal activity. In 
so lightly diagnosing the condition as simple 
pleurisy, we forget that pleurisy is a symp- 
tom and not a disease entity; we forget that 
this pleurisy may be the beginning of tuber- 
culosis; we forget that approximately 60 to 
70 per cent of all pleurisies are due to the 
tubercle bacillus; we forget to give the pa- 
tient a tuberculin test; we forget to do the 
one essential thing in all cases of pleurisy— 
to have an x-ray film made of the chest and 
read by one who is competent to interpret it. 


A Survey of Pleurisy with and without 
Effusion at the Western North 
Carolina Sanatorium 


Relation of pleurisy to tuberculosis 


In a recent survey of 284 tuberculous pa- 
tients at the Western North Carolina Sana- 
torium, 181 or 63.5 per cent were found to 
have a history of pleurisy with or without 
effusion. In 133 or 46.6 per cent the attack 
was classified as severe, and in 53 or 18.6 per 
cent as mild, usually extended dull aching. 
Thirty-six or 20.9 per cent of the 181 pa- 
tients developed a demonstrable effusion. It 
is quite likely that many more had small ef- 
fusions which could easily have been demon- 
strated on an x-ray film and just as easily 
overlooked on physical examination. Aspi- 
ration was done in 16 cases; in 4 this was re- 
peated. In 8 cases the fluid was examined 
for tubercle bacilli and found negative. No 
patients remembered any reference to guinea 
pig inoculation of the fluid aspirated from 
their chests. 

It is significant to note the number of 
days, months, and years that elapsed before 
the diagnosis of pulmonary tuberculosis was 
established (table 1). Ninety-seven of the 181 
patients had pleurisy with or without effu- 
sion one to twenty-five years (average five 
and a half years) before the diagnosis of 
pulmonary tuberculosis was made.. Eight of 
these had x-ray films of their chests made at 
the time of the primary pleuritis. Seventy- 
four patients had pleurisy with or without 
effusion one to nine months (average three 
and two-tenths months) before a diagnosis 
of pulmonary tuberculosis was made. In 11 
of these x-ray films of the chest were made 
at the time of the primary pleuritis. In 10 
patients the diagnosis of tuberculosis was 
made an average of ten days after the at- 
tack of pleurisy. It is significant that all ten 
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of these had x-ray films made of their chests 
at the time of the primary pleuritis. It is 
further significant to note that in 163 or 90 
per cent of the 181 patients who gave a his- 
tory of pleurisy, the pulmonary tuberculosis 
subsequently developed on the same side of 
the chest. 


Table 1 


Time Interval Between the Primary Attack of 
Pleurisy and the Diagnosis of Pulmonary 


Tuberculosis 
IN TERMS OF YEARS 
No. Years No. Cases No. Years No, Cases 
1 27 12 5 
2 16 13 1 
3 7 14 1 
4 9 15 5 
5 4 16 1 
6 5 17 0 
7 3 18 1 
8 2 19 0 
9 2 20 - 25 3 
10 5 
11 0 Average 5.5 Total 97 
IN TERMS OF MONTHS 
No. Months No. Cases No. Months No. Cases 
1 15 7 3 
2 18 8 2 
3 15 9 1 
4 8 10 0 
5 1 
6 10 Average 3.2 Total 74 
IN TERMS OF DAYS 
No. Days No. Cases 
(average) 
10 10 


Location of pain 


The pain of the initial pleurisy occurred 
in the following areas: 


Location No. Cases Percentage 
Midscapular line ................ 19 10.4% 
Midaxillary line -................. 26 14.3% 
Anterior axillary line.......... 58 32.0% 
Midelavicular line .............. 44 24.3% 


It is immediately noted that pain occurred 
more frequently in the front of the chest 
than in the back; in 70.7 per cent of the 
cases it was felt between the midaxillary line 
and the sternum and between the clavicle and 
the base ventrally. This observation confirms 
the findings of Behan™ that pain of pleural 
lesions is most often felt in or near the 
anterior axillary line, which corresponds 
roughly to the points of emergence or areas 
of greatest tenderness of the intercostal 
nerves. Gordon’s recent clinico-pathological 
study of 35 cases of tuberculous pleural ef- 
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fusion) revealed that the tubercles located 
in the anterior part of the lung show a de- 
cided tendency to rupture, probably because 
of the greater respiratory movement in the 
anterior chest. 


Duration of pain 


Information obtained from the 181 pa- 
tients revealed that from the time of the 
original “stitch in the side,” the duration of 
the pain was as follows: 


Duration No. Cases Percentage 
4 months and over.............. 11 6.0% 


(One patient had continuous pain for 10 years.) 


It is evident that in the majority of these 
patients the pain was of comparatively short 
duration—less than one week in 66.3 per 
cent. The phase of intense, lancinating pain 
usually lasts a few hours, decreasing in in- 
tensity thereafter over a period of days as 
fluid is interposed between the visceral and 
parietal pleurae or as the pleuritis subsides. 
During this period the etiological diagnosis 
should be made. 


Associated conditions 


One hundred and forty-one, or 77.3 per 
cent, of the 181 patients were suffering from 
respiratory diseases prior to the development 
of pleurisy. Ninety-eight of these had severe 
colds, 34 had influenza, and 9 pneumonia. 
Eleven patients had noticed general symp- 
toms of malaise, fatigue, and nervousness; 
18 had had gastro-intestinal symptoms; 1 
was pregnant. Ten patients developed pain 
in the chest without any prodromal symp- 
toms or prior illnesses. 


Treatment 


This survey reveals that 153 of the 181 pa- 
tients, or 84.5 per cent, consulted their local 
doctors at the time of the initial attack of 
pleurisy. In 28, or 18.3 per cent, an x-ray 
or fluoroscopic examination of the chest was 
made and no demonstrable disease was 
found. The subsequent treatment was pal- 
liative. Yet 164 of the 181 patients’ were 
found to have pulmonary tuberculosis within 
ten years after the attack of pleurisy, and 
in 84 the diagnosis was made within ten 
months. 

It is even more significant that 59.6 per 


8. Gordon, B., Charr, R., and Savacool, J. W.: Pleural Ef- 
fusions in Pulmonary Tuberculosis, Am. Rev. Tuberc, 47: 
35-40 (Jan.) 1948, 


NORTH CAROLINA MEDICAL JOURNAL 


April, 1945 


cent of the 181 patients gave a history of 
pulmonary tuberculosis in their family. Ne- 
glect of proper guidance and advice by the 
physician is obvious. 


Conclusion 


Early tuberculosis should always be sus- 
pected in cases of pleurisy, with and without 
effusion. Cases of pleurisy with effusion 
should be regarded as tuberculous until 
proven otherwise. Remember that pleurisy 
is a symptom and not a disease, and that 
many years of the patient’s life may depend 
on a correct diagnosis and proper treatment. 


USEFULNESS OF REPEATED 
OPHTHALMOSCOPIC EXAMINATIONS 
DURING THE TREATMENT OF 
HYPERTENSION 


FREDERICK W. STOCKER, M.D. 
DURHAM 


During the last ten years considerable 
work has been done in evaluating the signifi- 
cance of ocular symptoms in general vascu- 
lar hypertension”, Although there is not yet 
complete agreement about every detail of the 
problem, certain principles seem now to be 
established. It is not my intention to re- 
view today all the different theories about 
hypertension and its manifestations in the 
eye. I shall concentrate on reporting my own 
experience in examining the fundi of hyper- 


tensive patients under treatment, and the 
conclusions which can be drawn from the 


changes observed during treatment. 

In 1937 I reported experiences with more 
than 50 cases®, and in 1939, together with 
Dr. C. Meili, published a report on more 
than 100 cases®’. Since then I have made 
many more similar observations. A survey 
of the literature, however, shows that al- 
though much attention is paid to the changes 
in the fundi of patients with hypertension, 
little is said about the response of these 
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changes to treatment. For that reason I feel 
that it is appropriate to stress once more 
the importance of repeated ophthalmoscopic 
examinations during the treatment of hy- 
pertension. 

There are three approaches to the study 
of the changes in the eye associated with 
hypertension : 

1. Measurement of the caliber of the retin- 
al blood vessels. 

2. Measurement of the blood pressure in 
the retinal vessel (ophthalmodynamometry ). 

3. Ophthalmoscopic examination. 

Although the first and second methods 
have their value, the general ophthalmo- 
scopic examination still seems to be of 
greater clinical importance”. The type of 
observation I am discussing today has to 
rely exclusively on ophthalmoscopic exami- 
nations. One great disadvantage of this 
method is that there is no way of recording 
observations accurately. Fundus_ photog- 
raphy usually is not good enough to show 
the slight differences which we have to take 
into consideration. This makes it necessary 
that the repeated examinations be done by 
the same observer. 


Etiology and Mechanism of 
Hypertension 


Hypertension is not an etiologic entity. 
The following etiologic classification of hy- 
pertension may be suitable for practical pur- 
poses: 

1. Primary or essential hypertension. 

2. Arteriosclerotic hypertension. 

3. Toxic hypertension. 

Although in our series we included cases 
belonging to all these groups, we were chief- 
ly interested in patients with primary hy- 
pertension. It is now generally recognized 


' that hypertension is brought about pri- 


marily by a reduction in the caliber of the 
small arteries or arterioles. The blood pres- 
sure rises as the heart has to force the blood 
through the narrowed vessels. Thus, the 
symptom of elevated blood pressure would 
have to be considered as a compensatory 
mechanism. 

Volhard’s original idea” was that there 
was a general angiospasm reducing the cali- 
ber of the arterioles, and some people still 
hold to this theory. However, Pal gave an 


4. Volhard, F., in von Bergmann, G. and _ Staehelin, R.: 
pt der inneren Medizin, ed, 2, Berlin, Springer, 
1931, vol. 6. 

5. Pal, Jacob: Die Tonuskrankheiten des Herzens und der 
Gotaceee, Berlin, Springer, 1934; and previous publica- 
tions. 
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explanation which seems to be more univers- 
ally adaptable to the different forms and 
stages of hypertension. The presence of a 
permanent spasm of the vascular muscles is 
not in agreement with the laws of physi- 
ology, for any muscle spasm, however long 
it may last, is always followed by a period 
of relaxation. Smooth muscle fibers consist 
of two different parts—the fibrils and the 
sarcoplasm. Pal demonstrated that there 
also exist two different types of function. 
There is a_ kinetic function, which in- 
volves the fibrils, and a toni¢ function, which 
concerns the sarcoplasm. He found that pa- 
paverine, for instance, may paralyze the 
fibrils without affecting tonicity, whereas 
the nitrites may reduce the tonus without 
paralyzing the fibrils. 


Thus hypertension of long standing would 
be brought about by a condition of increased 
tonicity. Often a real spasm of the muscle 
fibrils is combined with this increased tonic- 
ity for a certain period of time, as in the 
so-called vascular crisis. 


The Importance of Ophthalmoscopic 
Examinations 


In beginning hypertension all these dis- 
turbances seem to be purely functional. They 
change in intensity and may regress to a 
certain extent at times. After an indefinite 
length of time, the condition may become 
fixed, presumably as a result of anatomical 
changes. It is obviously very important to 
determine which stage of hypertension is 
present in a specific case. By observing the 
fundus of the eye at regular intervals while 
a patient is under treatment we can obtain 
important information as to this question. 

The effectiveness of any treatment for 
hypertension is usually judged by the re- 
duction in blood pressure and the improve- 
ment in general symptoms achieved. Since 
sedation alone may sometimes accomplish 
these results, however, it is more important 
to know whether the changes in the periph- 
eral vascular system have also improved. 
There are only two ways of observing di- 
rectly the smallest blood vessels in the body: 
capillary microscopy and ophthalmoscopic 
examination. The ophthalmoscopic exami- 
nation is not only the less complicated of the 
two methods, but is also preferable for other 
reasons, 

The most important changes in the retinal 
vessels found in general hypertension are: 
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Prognosis of Hypertension According to Response of Fundus Changes to Treatment 


Group Fundus before treatment 


After treatment Prognosis 


xe Slight hypertensive changes of retinal 


vessels and/or slight reduction of vision. 


Fundus back to normal. Good 
Vision improved. 


2 Marked hypertensive changes of : 
retinal vessels. 


3 Marked hypertensive changes of 
retinal vessels. 


4 Retinitis or 
neuroretinitis. 


Considerable regression of Fair 
changes of retinal vessels. 
No change. Poor 
Improved. | Relatively good if kid- 


neys function normally. 


Retinitis or 
neuroretinitis. 


Poor, even if kidneys 
function normally; 
very poor if impaired. 


Unimproved. 


1. Gunn’s arteriovenous compression phe- 
nomenon. 

2. Local constrictions of arterioles. 

3. General constrictions of arterioles. 

4. Corkscrew-like, tortuous venules. 

In addition to these primary changes, and 
in consequence of them, secondary changes, 
such as hemorrhages, retinitis and neuro- 
retinitis— or retinopathy and neuroretin- 
opathy, if you prefer these terms—may oc- 
cur. Time will not permit me to discuss in 
detail the nature and significance of each of 
these changes. 


Experimental Evaluation of the Prognosis 
in Hypertension on the Basis of 
Eyeground Changes 


Basing our experiments on Pal’s concep- 
tion, we chose a combination of drugs which 
might be able to act on the different parts of 
the vascular system as well as on the central 
nervous system, which controls to a large 
extent the action of the vascular muscles. 
The medicament™ contained: 

1. Papaverine nitrite. 

2. Chloral hydrate. 

3. Bromural. 

Papaverine was expected to paralyze the 
fibrils of the smooth vascular muscles, and 
the nitrite to act on the capillaries and to 
reduce the tonicity of the sarcoplasm of the 
muscle fibers. Chloral hydrate is known as 
a sedative, antispasmodic and peripheral 
vasodilator. The action of bromural is 
purely sedative. It reduces the nervous ir- 
ritability from which many patients with 
hypertension suffer. It may thus prevent the 
emotional disturbances which often cause 
angiospasm and consequently increase the 
blood pressure. 


6. Later manufactured by Hommel A, G. Zurich, Switzerland, 
under the name of Tonospasmin. 


Experimental studies on animals by Roths- 
child and Meili™ had preceded the clinical 
use of the drug. 

The following procedure was adopted: 

Before any treatment was instituted a 
general physical examination, including a 
blood pressure reading, was given, and a 
study of the blood and urine chemistry was 
made. At the same time the ophthalmoscopic 
findings were recorded. Then a certain 
amount of the combination of drugs de- 
scribed above was given regularly over a 
period of several weeks. Usually an ophthal- 
moscopic examination was made again after 
one week of treatment, and was repeated at 
regular intervals, first of several weeks, later 
of several months. The patient’s general con- 
dition was also carefully watched. 

Most patients showed a greater or less 
reduction in blood pressure and a certain 
improvement in subjective symptoms. The 
response of the retinal vessels was not uni- 
form. In some cases in which the vision had 
been slightly reduced, without any visible 
damage to the retina, it returned to normal. 
General or local constrictions of the arteri- 
oles and tortuosities of the venules improved 
or disappeared completely. In some cases 
even the arteriovenous compression phenom- 
enon became less marked or entirely un- 
noticeable. In other cases the fundus re- 
mained completely unchanged in spite of 
subjective improvement and some reduction 
in blood pressure. 

The subsequent courses of these two 
groups of patients were very different. The 
patients who showed regression of the hy- 
pertensive changes in the retinal vessels con- 
tinued to feel comparatively well. While 
they observed the general rules of hygiene 


7. Rothschild, F. and Meili, C.: Experimenteller Beitrag zur 
Behandlung der Hypertonie, Helyet. Med. Acta. 6:255-263 
(May) 1989. 
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indicated in hypertension, including dietary 
restrictions, and used the drug intermittent- 
ly for certain periods they did not develop 
any severe complications during the period 
of observation, which varied from several 
months to several years. 

In contrast to this group, the subsequent 
course of the patients who did not show any 
improvement in the fundus while taking the 
drug regularly was less favorable. The slight 
reduction in blood pressure and improve- 
ment in subjective symptoms noted at first 
were not of long duration. As soon as the 
drug was discontinued, and sometimes while 
it was still being taken, the blood pressure 
would rise again, and eventually the various 
complications of progressive hypertension 
developed. 

It would seem, therefore, that in an early 
stage of hypertension, when the increased 
tonicity of the arterioles is still purely func- 
tional and is reversible, the use of antispas- 
modic drugs would be of value. When the 
increased tonicity has existed for a consid- 
erable time, anatomical changes must take 
place in the walls of the vessels, making it 
impossible for them to relax. .We may call 
this the fixed stage of hypertension. Patients 
in this stage do not respond to medication, 
and before long will develop serious compli- 
cations. 

So far the discussion has applied only to 
the cases of hypertension with vascular 
changes in the retina but without secondary 
changes causing albuminuric or hyperten- 
sive retinitis and neuroretinitis. In cases 
‘ with these secondary changes the etiology 
of the hypertension is of great importance 
in the prognosis. 

Some cases based on transitory endocrine 
disturbance improve remarkably. I observed 
a case of well developed neuroretinitis in a 
patient with climacteric hypertension which 
cleared up completely. The patient recovered 
and was still feeling well ten years after the 
first observation. 

In the cases of neuroretinitis from essen- 
tial, hereditary hypertension all depends on 
whether the normal function of the kidneys 
can be maintained. If the urine and blood 
chemistry are normal the retinitis may clear 
up and the patient’s general condition im- 
prove for a number of years. If the retinitis 
is combined with deficient function of the 
kidneys and retention of nitrogen, a toxic 
factor is added to the primary hypertension 
and the prognosis is bad. 
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In neuroretinitis resulting. from toxic hy- 
pertension, as in infectious glomerulonephri- 
tis and pregnancy, the course depends en- 
tirely on the extent to which the toxic fac- 
tor can be eliminated. 


Summary 


In patients with arterial hypertension the 
ophthalmoscopic examination, repeated at 
regular intervals while the patient is under 
treatment, gives important information as 
to the stage of hypertension present. By 
demonstrating whether the increased toni- 
city of the arterioles is reversible or fixed, 
the examination of the fundus furnishes 
invaluable hints as to the prognosis. 

When retinitis or neuroretinitis is present, 
the prognosis depends largely on the etiology 
of the hypertension and on the funétion of 
the kidneys. 


THE NEED FOR WIDESPREAD 
WHOOPING COUGH IMMUNIZATION 


ROBERT B. LAWSON, M.D. 
WINSTON-SALEM 


During the past few years tremendous 
strides have been made in the control of the 
contagious diseases of childhood. Smallpox 
has nearly been wiped out through almost 
universal vaccination. Diarrhea and enteri- 
tis persist, but the cases are few in compari- 
son to the number a generation ago. The 
results of diphtheria control are evidenced 
by the falling mortality rates. At the present 
time, however, a program of whooping cough 
control is not well established and should be 
considered a prime objective by everyone in- 
terested in public health and infant care. 
Whooping cough is now a leading cause of 
death in infancy and early childhood. AIl- 
though the incidence of the disease is highest 
in the preschool years, the case fatality rate 
is highest in infancy. Approximately 95 per 
cent of all deaths from whooping cough oc- 
cur in children under 2 years of age. In those 
infants who survive the prolonged illness 
and debility characteristic of whooping 
cough there may be permanent cerebral 
damage and bronchial damage leading to 
bronchiectasis. 


Read before the Section on Public Health and Education, 
Medical Society of the State of North Carolina, Pinehurst, 
May 2, 1944, 

From the Department of Pediatrics, Bowman Gray School 
of Medicine of Wake Forest College. 
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Figure 1 shows the comparative mortality 
rates from whooping cough and diphtheria 
in North Carolina for the past sixteen years. 
We can see that in 1935 the falling diph- 
theria rate reached a relative plateau, where 
it remained until 1939. At that time the 
state legislature passed a law requiring im- 
munization of all children against diphtheria 
before the age of 1 year*. I believe there is 
no doubt that this law and the increased 
effort on the part of health officers which 
was stimulated at that time have caused the 
very satisfactory decline in the death rate, 
which should continue to an even lower fig- 
ure. 

It is difficult to compare whooping cough 
with diphtheria, for there are wide yearly 
fluctuations in the morbidity rates which, of 
course, are reflected in the mortality rate. In 
this disease also there has been a trend to- 
ward lower death rates in recent years, but 
I believe that we may expect a jump in the 
morbidity and mortality rates in the next 
year or two, since there are a large number 
of infants and small children who are not im- 
mune. In order to prevent such peaks in the 
incidence of the disease we must now re- 
examine whooping cough control in the light 
of present knowledge. 

The obvious ways to cut down the mortal- 
ity rate are: (1) Improved treatment of the 
infected patient, (2) prevention of contact 
infection, (3) widespread immunization of 
susceptible children. Since this paper is 


*The 1945 legislature passed a law making im- 
munization against whooping cough compulsory for 
children under 1 year of age. 
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primarily concerned with the last method, 
the first two will be mentioned only super- 
ficially. 

The therapy of whooping cough has been 
improved to a great extent by the proper 
use of the sulfonamides in the treatment of 
the complicating pneumonia, Although 
Hemophilus pertussis is not affected by the 
sulfonamides, the secondary invaders usual- 
ly are. Specific treatment of pertussis may 
be carried out with hyperimmune human 
serum) from the Philadelphia Serum Ex- 
change or hyperimmune rabbit serum. The 
use of pertussis vaccines or antigens has 
not been proven to have significant effect on 
the disease once it has been acquired. One 
important aim of treatment is to maintain 
adequate nutrition. This implies an adequate 
diet fortified with extra amounts of ascorbic 
acid and the B complex vitamins. 

Attempts to prevent contact between pa- 
tients with whooping cough and susceptible 
children must be continually carried out. 
Particular care must be taken to isolate in- 
fected children from small infants in the 
same household. Unfortunately, many prac- 
tical obstacles interfere with this method of 
prevention, the most important of which is 
that the cases are not usually diagnosed until 
the whoop appears. Thus, for a period of 
one to three weeks, the infected child may 
spread the organism around. Once the child 
begins to whoop, the incidence of positive 
cultures rapidly declines, and it is seldom 
that a positive culture can be picked up even 
by the best methods (nasopharyngeal swab) 
after the sixth week of the disease). 

It is apparent that the only satisfactory 
method of decreasing the mortality and mor- 
bidity from whooping cough is to increase 
the general immunity of preschool children 
by the method of widespread immunization 
which has been so successful with diph- 
theria. The value of immunization has been 
clearly demonstrated. The early studies on 
whooping cough immunization were not well 
controlled or dealt with too small a series to 
be significant. However, there are now 
enough good papers on this subject to show 
that immunization with 85 to 100 billion 
freshly isolated, killed pertussis organisms, 
given in divided doses, will protect 80 to 85 


1. McGuinness, Aims C., Armstrong, Janet G., and Felton, 
Harriet M.: Hyperimmune Whooping Cough Serum, J. 
Pediat, 24:249-258 (March) 1944, 

2. Miller, J. J., Jr., Leach, C. W., Salto, T. M., and Humber, 
de he O omparison of the Nasopharyngeal Swab and the 
Cough Plate in the Diagnosis of Whooping Cough and 
Hemophilus Pertussis Carriers, Am. J. Pub. Health 33: 
839-843 (July) 1943, 
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per cent of exposed children, whereas only 
10 to 15 per cent of non-vaccinated children 
will escape). It should be made clear that it 
takes about two months for immunity to 
develop, and therefore vaccination will not 
be effective after exposure has already taken 
place. In such an event, hyperimmune hu- 
man or rabbit serums are the only proven 
prophylactic agents. 

Although the value of whooping cough 
immunization is generally accepted, there is 
some difference of opinion regarding such 
details as the type of material, the total dose, 
the time interval between injections, and the 
age at which immunization should be done. 
The consensus of opinion is that the method 
of culture and preparation of the vaccine 
makes little difference if it is prepared from 
several phase I strains. The value of toxoids 
prepared from pertussis toxin has not been 
established. However, laboratory studies and 
clinical trials being carried out now indicate 
that whooping cough immunization may be 
carried out concurrently with diphtheria 
and tetanus immunization by the use of a 
mixture of pertussis vaccine with alum or 
aluminum hydroxide precipitated diphtheria 
and tetanus toxoids”. The details of such a 
mixed immunization, which has much to 
recommend it, are not fully worked out at 
the present time. 

Dosages totaling as much as 120 billion 
organisms have been used, but apparently 
85 billion organisms are sufficient for the 
primary course of immunization. Although 
earlier schedules called for weekly doses, 
it is apparent that a two to four week inter- 
val between doses provides more lasting im- 
munity. 

The difference of opinion regarding the 
age at which immunization should be started 
arose from the recognition of the fact that 
immunization before 6 months of age does 
not give as lasting an immunity as does later 
immunization. On the other hand, the 
fact that the highest fatality rate is in 
infants younger than 6 months suggests the 
8. (a) Singer-Brooks, C, H.: Controlled Study of Pertussis 

Prophylaxis; Comparison of Phase I, H. Pertussis 
Vaccine with Undenatured' Bacterial Antigen, J. 
Pediat. 14:25-88 (Jan.) 1939, 


(b) Rambar, A. C., and others: Studies in Immunity to 
‘Pertussis; An Evaluation of Pertussis Vaccination by 
Clinical Means and by the Opsonocytophagic Test, 
J.A.M.A. 117:79-85 (July 12) 1941. 

(c) Coppolino, John F.: Pertussis Prophylaxis, J. Pediat. 
21:348-852 (Sept.) 1942. 

4. Miller, John J., Jr., Humber, J. B., and Dowrie, James 

0.: Immunization with Combined Diphtheria and Tetanus 


Toxoids (Aluminum Hydroxide Adsorbed) Containing’ 


Hemophilus Pertussis Vaccine, J. Pediat. 24:281-289 
(March) 1944, 
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desirability of earlier immunization. It will 
help to clarify our thinking on this subject 
if we recognize that we can protect an in- 
fant from whooping cough in two ways: 
first by having him immunized, and second 
by reducing the incidence of whooping cough 
in possible contacts—that is, in the rest of 
the neighboring child population—so that his 
chances of exposure are reduced. Although 
an infant may be protected to some extent 
by early immunization, his best protection 
would be the absence of whooping cough in 
his older contacts. A public health program 
which stresses early immunization in order 
to cut down the mortality rate in infants 
under 1 year of age may result in a con- 
tinued high incidence of whooping cough in 
preschool and school children, because of the 
shorter period of immunity. Although the 
fatality rate is not high in children of this 
age, whooping cough brought home by these 
older children will endanger the infants who 
have not been immunized. I believe, there- 
fore, that from the public health point of 
view it is more rational to immunize after 
6 months of age and to rely on the lowered 
incidence of whooping cough in the child 
population to protect the infants under 6 
months. 

We do, however, suggest a different pro- 
gram for the private physician who is re- 
sponsible for an individual infant rather 
than the general population. In private prac- 
tice I believe that earlier immunization is 
justified if the infant’s immunity is re-stim- 
ulated by a booster dose of vaccine at 1 year 
and possibly another at 2 years of age to 
maintain his immunity. With these points 
in mind, we suggest the following schedules 
of immunization: 


Schedules for Whooping Cough Immunization 


Phase I Vaccine (10, 15, or 20 Billion Organisms 
per Cubic Centimeter) 


Dose 10 Billion jce. 15 Billion 20 Billion Jce. 
First 10 billion 15 billion 10 billion 
(1 ec.) (1 ec.) (0.5 ec.) 
Second 20 billion 30 billion 20 billion 
(2 cc.) (2 cc.) (1.0 ce.) 
Third 25 billion 45 billion 25 billion 
(2.5 cc.) (3 cc.) (1.25 cc.) 
Fourth 30 billion 30 billion 
(3 cc.) (1.5 ce.) 
Total 85 billion 90 billion 85 billion 


Interval between injections: 2-4 weeks 
Age at institution of immunization: 
For general use when follow-up is uncertain, 6-3 
months 
For private patients with good follow-up, 4 
months, with “booster” doses of 10 billion or- 
ganisms at 1 and 2 years of age. 


2 
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Summary 


Whooping cough is a major cause of 
death in infancy. 


Immunization against whooping cough 
is practicable and produces complete 
protection against the disease in 85 
per cent of exposed children, and par- 
tial protection in most of the remain- 
ing 15 per cent. 

3. Public health officials and private phy- 
sicians are urged to promote universal 
immunization against whooping 
cough’, 


5. Lapin, Joseph H.: Whooping Cough Control, J. Pediat. 
24:331-334 (March) 1944. 
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Abstract of Discussion 


Dr. G. M. Cooper (Raleigh): The State Board of 
Health has been supplying free diphtheria toxoid 
for the last eight years. I think that the legislature 
should make a provision for our laboratories to 
furnish all of these vaccines free of charge. So far, 
they have not done it. 

Dr. H. C. Whims (Newton): How can we best fit 
in whooping cough immunization with our present 
typhoid clinic? I don’t see how we can give the 
doses two or three weeks apart. 

Dr. Lawson: I believe it is more practicable to 
carry out the whooping cough immunization in con- 
nection with the well-baby clinics, where they are 
established. (Parenthetically, I think that such 
clinics should be established in connection with 
every public health unit.) Children seen in typhoid 
clinics are beyond the age when whooping cough 
immunizations are of most value. However, it is 
better to give immunizations a week apart than to 
give no immunization. 


THUMBNAIL SKETCHES OF EMINENT PHYSICIANS 
JOSIAH C. TRENT, M.D., Editor 


DURHAM 


THE EVOLUTION OF THE 
ASEPTIC PRINCIPLE 


IV 


SIR JOHN PRINGLE (1707-1782) 


Pioneer in Antiseptics 


Before Pasteur numerous investigators at- 
tempted to fathom the mysteries of infec- 
tious disease, wound suppuration, and putre- 
faction. Each one, although handicapped by 
his chronological place in history, contrib- 
uted something to the knowledge of the sub- 
ject which enabled the next man to go a step 
further. Thus far we have discussed the 
early therapy of wounds, the discovery of 
bacteria by Leeuwenhoek, and the refutation 
of the theory of spontaneous generation by 
Redi—all important links in the development 
of our modern aseptic ritual. 

In the seventeenth century Francis Bacon 
called the inducing or accelerating of putre- 
faction “‘a subject of very universal inquiry,” 
and said: “It is of excellent use to inquire 
into the means of preventing or staying 
putrefaction; which makes a great part of 
physic and surgery.’ It was not until the 
middle of the eighteenth century, however, 
that the cause and effects of putrefaction 


1. Quoted by Pringle. 


again attracted the attention of scientific ob- 
servers. The most distinguished of these ob- 
servers was Sir John Pringle, a pioneer in 
the antiseptic idea. 

Pringle, a Scotchman born in 1707, the 
youngest son of a nobleman, received his 
preliminary education at St. Andrews Uni- 
versity and his medical education at Leyden, 
under Boerhaave and Albinus. After return- 
ing to Edinburgh he was made Professor of 
Pneumatics and Moral Philosophy at the 
University; nevertheless he continued to 
practice medicine until 1742, when he was 
appointed physician to the Earl of Stair, 
who then commanded the British Conti- 
nental Army. Through the Ear] he was made 
physician to the military hospital] in 
Flanders, and from 1744 to 1758 served as 
physician-general of the army. He was made 
a Fellow of the Royal Society in 1745 and 
served as president of this famous society 
from 1772 to 1778. He died of apoplexy in 
1782. 

During his military service he made a 
careful study of the diseases prevalent in the 
army, and in 1752 he published his Observa- 
tions on the Diseases of the Army. In this 
work, which revolutionized military medi- 
cine throughout Europe, he laid down the 
true principles of military sanitation, espec- 
ially with regard to the ventilation of hos- 
pital wards. Pringle is also credited with 
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APPENDIX, 


CONTAINING 


Experiments and Obfervations 
UPON 
Septic and ANTIsEPTic Subftances, 


Read at feveral Meerines of the Royat 
Society. 


Fig. 1. ..Pringle’s complete work on antiseptics, 
“Experiments and Observations upon Septic and 
Antiseptic Substances,” was published as an ap- 
pendix to his Observations on Diseases of the 
Army, London, 1752. (Author’s collection) 


having originated the Red Cross idea. It was 
at his suggestion, about the time of the 
battle of Dettingen (1743), that “the Earl 
of Stair proposed to the Duke de Noailles 
that the hospitals on both sides should be 
considered as sanctuaries for the sick and 
mutually protected.” This idea was not 
pursued to its logical end until the Inter- 
national Red Cross was brought into being 
through the efforts of Henri Dunant a hun- 
dred years later. 

After returning from his military post 
Pringle conducted a series of investigations 


2. Observations on Diseases of the Army, London, 1752, 
preface, p. viii. 
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on septic and antiseptic substances, the re- 
sults of which he communicated to the Royal 
Society in 1750-1752. They were first printed 
in the “Transactions” of that society, but 
were later enlarged and published as an ap- 
pendix to his Diseases of the Army under the 
title “Experiments and Observations upon 
Septic and Antiseptic Substances” (fig 1). 
He states that he was “led to make some ex- 
periments and remarks on this subject, from 
my having had an uncommon number of 
putrid distempers under my care in the hos- 
pitals of the army.” In some forty-eight 
experiments Pringle completely disproved 
the prevalent theory that alkaline salts pro- 
moted putrefaction. By adding various salt 
mixtures to bits of beef he was able to as- 
certain their relative preservative values. 
His results were summarized in the follow- 
ing table: 


Tarter vitriolated .......\................ 2 
Spiritus Mindereri _.................. 2 
2+ 
Crude Sal Ammoniacum ............ 3 
Saltese minture 3 
Balt of Hartshorn ....................... 4+ 
Salt of Wormwood ................. 
20+ 


He continued his experiments, using gums, 
resins, acids, wine, beer, bile and other sub- 
stances to inhibit putrefaction in various 
materials such as human blood, bread, milk 
and crabs’ eyes. For his highly original work 
he received the Copley Gold Medal. 


Pringle’s experiments were of such excel- 
lence that they warranted Pasteur’s careful 
study one hundred years later®’. Although it 
is obvious from a review of Pringle’s papers 
that he had no true conception of the cause 
of the putrefactive process which he was 
studying, the original observations which he 
made perhaps helped to lay the foundation 
upon which such a magnificent: superstruc- 
ture was brought to completion a little more 
than a century later by the immortal Pas- 
teur. 


Ibid, p. 367. 

Ibid, p. 876. 

Sigerist, Henry E.: An Autograph Note of Louis Pasteur, 
Bull. Inst. Hist. Med. 4:153-157 (Feb.) 1936. 
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GUEST EDITORIAL 


THE PROBLEM OF CANCER 


CARL V. REYNOLDs, M.D. 
State Health Officer 


From 1934 through 1944 cancer was the 
primary cause of 22,130 deaths in North 
Carolina, a number equal to half the popu- 
lation of a modern city of 44,000. During 
this period, cancer rose from eighth to fourth 
among the leading causes of death in this 
state, having passed tuberculosis in 1937. 

The 19234 cancer death rate was 53.7 per 
100,000 inhabitants, as compared with 63.8 
in 1943. While the rate for 1944 dropped 
to 61.6, according to the provisional report, 
this cannot be taken as even an indication of 
a downward trend, as there have been fre- 
quent minor fluctuations but a sustained up- 
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ward trend in recent years. Hence, the slight 
decline noted last year offers no reason for 
encouragement. 

From 1934 through 1944, tuberculosis in 
all forms was responsible for 19,697 deaths 
in North Carolina. Not only was this total 
smaller than the total for cancer deaths, but 
the incidence of tuberculosis, as reflected in 
vital statistics reports, continued to decline, 
while the incidence of cancer continued to 
increase. 

In 1934, when the cancer death rate in 
North Carolina was 53.7 per 100,000 inhabit- 
ants, the tuberculosis death rate was 64.8. 
By 19438, the cancer mortality rate had risen 
to 63.8, while the tuberculosis rate had 
dropped to 39.4. Last year it reached a new 
low of 36.5. 

As late as 1916, tuberculosis was the lead- 
ing cause of death in North Carolina. It now 
ranks eighth, with cancer fourth. Heart dis- 
eases now rank first among the causes of 
death in North Carolina, followed by cere- 
bral hemorrhage and nephritis, in the order 
named—then cancer. 

North Carolina has spent hundreds of 
thousands of dollars building, equipping and 
staffing sanatoria for the treatment of tuber- 
culosis, and every dollar thus spent has been 
a wise investment. But what can we say 
about our efforts in behalf of cancer control? 
Admittedly, cancer presents a more difficult 
problem than tuberculosis, as cancer is con- 
trollable only in the early stages—hence the 
necessity for early diagnosis and treatment 
in any cancer control program. Of course, 
tuberculosis also should be diagnosed and 
treated in its early stages. 

For cancer, there is no known method of 
prevention, no certainty as to its cause. 
There also was a time when tuberculosis 
appeared to be neither curable nor prevent- 
able, and the progress we have made in com- 
batting this wasting disease rests upon early 
diagnosis and treatment and the expenditure 
of money and effort to provide proper treat- 
ment. 

Our present method of attack on cancer 
includes search for the disease in its early 
stages, early diagnosis, and surgery. 

The two present methods of approach to 
the problem of cancer control are: (1) 
through independent zroups dedicated to 
control programs, but limited in scope and 
effectiveness; (2) through a recognized state 
agency, preferably the department of public 
health, which in North Carolina now serves 


| 
| 
| 
i 


April, 1945 


more than 95 per cent of the state’s popula- 
tion and is staffed by qualified personnel 
who are in a position to locate early cases of 
cancer and refer them to the proper clinics 
already in operation. This approach would 
necessitate some financial appropriation, for 
it is through the medical profession that we 
desire to have patients examined and re- 
ferred to physicians for medical and surgical 
care, under a plan similar to that now work- 
ing so well along other lines. 

The problem of cancer is a responsibility 
which, sooner or later, must be met. 


28 


POLITICS AND MENTAL HYGIENE 
IN NORTH CAROLINA 


Although the members of the 1945 legis- 
lature may not realize it, they have given 
the program of mental health in North Caro- 
lina such a setback that it will take years for 
it to recover—if it ever does. They have also 
given the doctors of North Carolina a grim 
warning of what may be expected if the 
practice of medicine is ever placed under 
political contro]. The story was told briefly 
by the Associated Press correspondent on 
March 20: 


The House... passed a bill providing for a 
new 15-member State hospitals board of control 
to be appointed for staggered terms by the 
Governor. The new board will be appointed from 
the State’s 12 congressional districts with three 
members at large. The measure also provides 
that the hospitals board business manager be 
appointed for a six-year term instead of two. 

. The story behind this bill should be of in- 

terest to all doctors and taxpayers. It began 
with the melodramatic newspaper articles 
written by an ex-patient of the Morganton 
hospital, which prompted Governor Brough- 
ton to appoint a five-member board of in- 
quiry to investigate conditions at this hos- 
pital and to offer recommendations for im- 
proving conditions in all our state hospitals 
for mental disease”’. The report submitted 
by this board on August 6, 1942, recom- 
mended, among other things, “consolidation 
and coordination of the control of State Men- 
tal Hospitals in North Carolina under a uni- 
fied central board, of which the Secretary of 
the State Board of Health shall be an ex- 
officio member; the Board to be comprised of 
fifteen members appointed by the Governor 
and representative of the Piedmont, the East- 
ern and the Western sections of the State— 


1. The Report of the State Hospital Investigation Board, 
Editorial, North Carolina M. J. 


3:505-506 (Sept.) 1942. 
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one woman and four men being chosen to 
represent each section; the term of appoint- 
ment being for five years and staggered so 
that the term of one member from each of 
the divisions shall expire each year.” 

The provision for making the terms of ap- 


‘pointment five years and staggering them 


so that only three would expire each year 
was inserted after mature deliberation, in 
order to keep this unified board, so far as 
was humanly possible, free from political 
domination. The members of the board of 
inquiry all recognized the grave dangers in- 
herent in making this over-all board a politi- 
cal football, to be kicked about by every in- 
coming governor at will. 

The board of inquiry also recommended 
that the central board should select a general 
superintendent of mental hygiene, and that 
he should “hold office at the pleasure of the 
Hospitals Board of Control, or until a suc- 
cessor shall be appointed and qualify.’’ The 
commission appointed during the Ehring- 
haus administration, and headed by Dr. 
Frederic M. Hanes®), also recommended a 
general director of mental health for the 
state. Neither the Hanes commission nor the 
board of inquiry, however, recommended a 
general business manager. Both these groups 
felt that a business manager for each insti- 
tution was enough. 

Much of the good intention of the board of 
inquiry was nullified by the 1943 legislature, 
when it (1) specified, before the office was 
filled, that the general superintendent of 
mental hygiene should be employed for only 
two years “unless sooner removed ... for in- 
competence or misconduct.” 

(2) Inserted the standard provision that 
the governor should have the power to re- 
move any member of the board when he 
pleased, and should “not be required to give 
any reason for such removal.” 

(3) Provided for a general business man- 
ager, and set up a system of dual control, 
with authority divided between the business 
and the professional administrations. 

The first and second provisions were dis- 
cussed editorially in the January issue of the 
NortTH CAROLINA MEDICAL JOURNAL"). The 
third was a source of constant friction at 
the Morganton hospital. Any request from 
the superintendent to a non-professional 
2. The Morganton Investigation, Editorial, North Carolina 

M. J. 3:199 (April) 1942. 


8. Mr. Oldham—Right and Wrong, Editorial, North Caro- 
lina M. J. 6:40 (Jan.) 1945. 
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employee, even for something so simple as 
the repair of a leaky faucet, was apt to be 
met with a surly refusal—in which the em- 
ployee might be upheld by the business man- 
ager. The climax came when the business 
manager resigned and the executive commit- 
tee—over the protest of the general business 
manager, who insisted that the appointment 
was his prerogative—elected a _ successor. 
This action of the executive committee was 
approved by the full board. 

The next chapter in the story was the in- 
troduction of Senate Bill No. 170 by Senator 
O’Berry of Goldsboro. This bill provides for 
a new board of control, to be appointed by 
the governor. The very transparent subter- 
fuge was used that every section of the state 
would have better representation by the se- 
lection of one member from each congress- 
ional district than by the present arrange- 
ment of dividing the appointments equally 
among the eastern, the central, and the west- 
ern sections of the state. The real purpose 
of the bill, however, is contained in the sec- 
tion which provides that the term of the gen- 
eral business manager shall be increased 
from two to six years, and that he “shall 
have full supervision over the fiscal manage- 
ment, custodial operations, and... the phy- 
sical properties and equipment of the insti- 
tutions. All personnel or employees of said 
institutions engaged in any aspect of the 
business management... shall be responsible 
to the supervision and direction of said Gen- 
eral Business Manager.” In order to insure 
that the board of control shall not interfere 
with the general business manager’s author- 
ity, further provision is made that the busi- 
ness manager at each of the institutions 
shall be appointed by the general business 
manager and shall function “under the di- 
rection and control of the General Business 
Manager. He may be removed by the Gen- 
eral Business Manager for incompetence or 
misconduct.” 

The members of the legislature would have 
done well to read at least the summary and 
recommendations of the Hanes commission’s 
report. On pages 358-361 are listed the mini- 
mum standards for state hospitals adopted 
by the American Psychiatric Association. 
The first three are as follows: 


1. The chief executive officer must be a well- 
qualified physician and experienced psychiatrist 
whose appointment and removal must not 
controlled by partisan politics. : 

2. All other persons employed at the institution 
ought to be subordinate to him and subject to re- 
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moval by him if they fail to discharge their duties 

properly. 

3. The positions and administration of the in- 
stitution must be free from control for the pur- 
poses of partisan politics. 

It took no prophet to foresee some of the 
results of the O’Berry bill. Already Dr. 
Owen and Dr. Saunders have resigned as 
superintendents of the state hospitals at Ra- 
leigh and Morganton, and many of the physi- 
cians on the already depleted staffs will also 
get out. Their places will be hard to fill, for 
psychiatrists are the most sought-after men 
in the medical profession. According to Dr. 
Lawrence S. Kubie, Special Consultant to the 
Army Air Surgeon, the present lack of 
trained psychiatrists is “the most critical 
manpower shortage in the country today.’ 
Although there is a need for twenty thous- 
and trained psychiatrists, only three thous- 
and are available. The legislators should 
have been warned by the very fact that, 
while there were nine well qualified appli- 
cants for the business manager’s place at 
Morganton, all efforts have failed to secure 
enough physicians to replace the members of | 
the medical staff who have died within the 
past year. 


It will be impossible to persuade a first- 
rate psychiatrist, unless he has in him the 
stuff of which martyrs are made, to accept 
the position of general superintendent of 
mental hygiene under the proposed arrange- 
ment. Last fall a prominent psychiatrist in 
another state who was asked to consider the 
position said, in a letter declining the offer: 


You will find that most medical people with 
sound administrative training will approach any 
relationship with a business manager very cau- 
tiously. I do not believe that a double-headed or- 
ganization can operate hospitals. This is partic- 
ularly true in mental hospitals because every fi- 
nancial move is directly related to the welfare of 
the patients and this applies to such gross ex- 
penditures as new construction as well as to such 
details as the repairing of hospital linen with the 
assistance of patients. I know that most physi- 
cians are poor business people and that they do 
not operate hospitals as economically as factories. 
The trouble is hospitals are not factories and also 
cannot be operated economically. Such a relation- 
ship will make a great many experienced peopie 
shy of your situation. 


The first board of control was composed 
of men and women who served at real per- 
sonal sacrifice, because they were interested 
in the welfare of the state’s mentally sick 
people. This board had been in existence just 
long enough to begin to understand and ap- 
preciate the problems involved in the man- 


4, The Psychiatric Bottleneck, Editorial, New York Med. 1: 
4:9 (Feb. 20) 1945. 
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agement of our institutions and to take pride 
in the slow but sure progress made toward 
bettering the lot of the psychotic patient. 
The next few years should have greatly en- 
hanced the usefulness of this board. With 
haste that borders on bad manners, however, 
the amended bill, as finally adopted, provides 
that the old board should go out of office on 
April 1. Is it too frivolous to apply to the 
situation the old rhyme, 


Since I was so soon done for, 
What was ever I begun for? 


Doubtless most of the members of the leg- 
islature are honest men who tried sincerely 
to do their best for the welfare of the state. 
The passage of the Mitchell bill (for which 
Dr. Maurice H. Greenhill of Duke University 
deserves a large share of the credit), bring- 
ing up to date many of the laws regulating 
our institutions for mental patients, was a 
long step forward. It is a tragedy that the 
legislators were misled into taking a much 
longer step backward. The mentally afflicted 
of North Carolina will pay dearly for the 
action of “a little group of wilful men.” This 
lesson should warn physicians and their pa- 
tients alike what may be expected under 
medical practice controlled by politicians, 
whether state or federal. 


* * 


AUSTRALIA’S EXPERIENCE WITH 
GOVERNMENT MEDICINE 


This journal recently" quoted the South 
African Medical Journal in refutation of a 
statement made by Miss Amy Porter in 
Collier’s for January 27, to the effect that 
“The organized doctors of Great Britain 
strongly favor more, rather than less, com- 
pulsory insurance.” 

Another dissenting opinion, and a very 
able one, is found in the Medical Journal of 
Australia for January 6, in the address of 
David Roseby, retiring president of the Vic- 
torian Branch of the British Medical Asso- 
ciation. The address is devoted largely to the 
efforts of Australian organized medicine to 
withstand the encroachments of the govern- 
ment on the practice of medicine. . 


There is one theme which flowed throughout 
every event of the year as a Wagnerian Leitmotif 
—it was our struggle for freedom—freedom to 
carry out our daily tasks according to the tradi- 
tions of practice which have existed for thousands 
of years. As a counter melody there has been our 
determination to see... that nothing but the very 
best in our power is good enough for the citizens 
of our country. 

We had been promised by the former govern- 
ment that while war was being fought we were 
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not to have interference with the conditions of 
practice ....A succeeding government claimed, 
however, that the promise of the former govern- 
ment did not hold good. “You see,” they say, “an 
election has been held since that promise was 
given. There is a new government and a new min- 
ister.” In vain we said that it was the same party 


in power, and the same persons were cabinet min- 
isters... The result was the Pharmaceutical Bene- 


fits Act and all that followed it. 


The Pharmaceutical Benefits Act set up a 
standard formulary which must be used by 
the doctor in prescribing for his panel pa- 
tients. If any preparation outside the form- 
ulary is prescribed, or any ingredient added 
or increased in amount, the “so-called free 
bottle of medicine is to be charged at the cost 
of the whole of the ingredients.”’ Those doc- 
tors who like to mix their prescriptions, as 
Whistler said he mixed his paints, “with 
brains,’ would have to follow the fancy of 
some government pharmacist instead. It is 
rather hard to visualize American doctors 
allowing Messrs. Wagner, Murray and 
Dingell to prescribe for them the medicines 
they may give their patients. 

Dr. Roseby reminds his colleagues that 
“there are penalties in the act,’ and proves 
his point by quoting from “The New Despot- 
ism,’ a book by the late Lord Hewart, Lord 
Chief Justice of England: 

As an example of present despotic bureaucracy, 
consider the treatment of panel doctors under the 
National Insurance Acts which is “pure despot- 
ism”. The doctors are liable, at the mere discre- 
tion of the official who acts for the Minister of 
Health, to be ruined professionally by being 
struck off the panel, or as a lesser punishment, to 
be fined to an arbitrary extent. In one instance, a 
fine of one thousand pounds was imposed on two 
doctors who carried on business in partnership. 
“Excessive prescribing”, an offence wholly un- 
known to the law, which consists in prescribing 
for the patient medicines which are too expensive 
in quality or too liberal in quantity, is one of the 
things for which a doctor may be penalized. One 
might think that for a person who is bound by 
law to insure and pay contributions under the 
acts, the best medicine ought to be prescribed in 
illness...One might wonder whether, in this 
matter, the interests of patients are adequately 
taken into consideration. 

In commenting on the advantages claimed 
by the politicians for doctors in government 
medical service, Roseby tartly says: 


I recently attended a meeting of government 
medical officers in this State, where salaries only 
were under consideration. My only comment, 
guarded, of course, is that I wish that any young 
medical graduate who contemplates a government 
job could have heard the remarks of those already 


in the service. 
Could it be that Miss Porter was misin- 


formed? 


1. British Doctors and Compulsory Insurance, 


North Carolina M. J. 6:101 (Feb.) 1945. 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


WINSTON-SALEM 


Presentation of Case 


First admission 


This 50 year old farmer entered the hos- 
pital for the first time on December 1, 1942, 
complaining of fever of three months’ dur- 
ation. Nineteen years prior to admission he 
had had migratory polyarthritis, with hot 
swollen joints, which had kept him in bed 
for ten weeks. He was told at that time that 
his “heart was in bad shape.” Six years be- 
fore admission he noted mild dyspnea on 
exertion. A year later he went “acutely in- 
sane” for ten months, but recovered com- 
pletely. The onset of the present illness was 
marked by diarrhea, with about eight black 
foamy stools a day, and by fever without 
chills. The diarrhea lasted ten days and was 
accompanied by anorexia but not by vomiting 
or nausea. His family physician made blood 
smears and told him that he had malaria. 
He was given white tablets to take three 
times a day, but had noticed no improvement 
at the end of a week. He continued to have 
fever in the afternoon, sometimes as high as 
103 F. He noted a tender erythematous 
eruption on the face, with a butterfly dis- 
tribution. 

The patient stated that in order to supple- 
ment his income, he had helped a butcher for 
several years. Some of the cattle had been 
condemned by the health department as 
having Bang’s disease. He frequently boarded 
some of these “skinny animals” until they 
fattened up. A short time before the onset 
of the present illness he had butchered a 
sick female goat which “would not catch.” 

Physical examination showed the tempera- 
ture to be 100.4 F., the pulse 100, respira- 
tion 20, blood pressure 120 systolic, 55 dias- 
tolic. There was an indurated erythematous 
butterfly-shaped eruption across the malar 
prominences and the nose. There were two 
abdominal masses. One was in the left upper 
quadrant and extended down to the level of 
the umbilicus; it was thought to be the 
spleen. The other was felt in the right upper 


NORTH CAROLINA MEDICAL JOURNAL 


April, 1945 


quadrant and extended three fingers’ breadth 
below the right costal margin; this was 
taken to be the liver. 

Accessory clinical findings: Examination 
of the urine was negative. The blood showed 
9.9 Gm. of hemoglobin, 4,180,000 red blood 
cells, 5,100 white blood cells, with 33 per 
cent polymorphonuclears, 61 per cent lymph- 
ocytes, and 5 per cent monocytes. The sedi- 
mentation rate was 18 mm. in one hour. A 
blood smear showed signet ring forms of 
malarial parasites. The Kahn test was neg- 
ative. Blood cultures showed no growth. 
Examination of the spinal fluid yielded no 
pathological findings. Agglutination tests 
for brucellosis, typhoid, paratyphoid A and 
B, tularemia, and Shiga and Flexner types 
of dysentery were negative. A brucellergin 
skin test was negative. A biopsy of the left 
epitrochlear lymph node revealed only fatty 
tissue. Examinations of the stools were neg- 
ative. 

Course in hospital: The temperature curve 
was of an irregular spiking type, with peaks 
reaching 103 F. Forty-eight hours after the 
patient was put on quinine and plasmochin 
his temperature reached 99 F. and remained 
there for forty-eight hours, but began to 
spike again soon thereafter. The patient was 
discharged after two weeks. He was told to 
continue quinine sulfate and to return to the 
outpatient department in two weeks for fur- 
ther observation. He was seen on January 
7, 1943, in the outpatient clinic and reported 
that he had continued to have fever. He had 
had several episodes of epistaxis. 


Second admission 


His second admission was on January 24, 
1948. He had continued to have fever, and 
one week before admission experienced a se- 
vere chill which lasted several hours. Since 
the previous. admission his upper teeth had 
been removed. An indurated erythematous 
rash had been present on his elbows and up- 
per arms for two weeks. He had-had a re- 
currence of diarrhea and fever. 

On physical examination a circumscribed 
maculo-papular rash, which was angry red 
in color and blanched very easily, was seen 
distributed over the shoulders, back and lat- 
eral aspects of the arms. The heart was not 
enlarged. There was a fairly harsh, blowing 
systolic murmur at the aortic area, and a 
high pitched, blowing diastolic murmur was 
heard down the left sternal border when the 
patient was in the upright position. This was 
not present constantly. The remainder of 
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the findings were as described on the previ- 
ous examination. 

Accessory clinical findings: The hemo- 
globin was 7.5 Gm. and there were 3,000,000 
red blood cells and 4,200 white blood cells 
with 36 per cent polymorphonuclears, 6 per 
cent eosinophils, and 58 per cent lympho- 
cytes. Repeated blood cultures were negative. 

Course in hospital: The patient was given 
a course of sulfadiazine; he developed a 
febrile response to the drug, however, and it 
was discontinued. Sternal biopsy revealed 
erythroblastic hyperplasia of slight degree. 
The diastolic aortic murmur could be heard 
only on a few occasions. X-ray examination 
of the chest revealed only slight cardiac en- 
largement. The patient continued to run an 
irregular spiking temperature curve, and 
was discharged unimproved after a hospital 
stay of forty-two days. 


Third admission 


The third admission was on May 24, 1948. 
The patient had continued to run fever and 
had had intermittent diarrhea and anorexia 
since discharge. He had also had four at- 
tacks of paroxysmal nocturnal dyspnea. The 
remainder of his teeth had been pulled. The 
physical findings were essentially the same 
as on previous admissions. 

Accessory clinical findings: There were 
6.7 Gm. of hemoglobin, 3,600,000 red blood 
cells and 5,850 white blood cells with 73 per 
cent polymorphonuclears, 19 per cent lymph- 
ocytes, and 7 per cent monocytes. Blood cul- 


‘tures made aerobically, anaerobically and 


under 10 per cent carbon dioxide tension 
were sterile. An x-ray of the chest showed 
increased cardiac enlargement of aortic con- 
figuration. There was generalized accentua- 
tion of the bronchial and vascular markings 
throughout both lung fields without specific 
characteristics. The electrocardiogram was 
normal. 


Course in hospital: The temperature curve 
spiked up to 104 degrees F. On June 5, 1943, 
peritoneoscopy was performed and a section 
of the spleen was removed for biopsy. A few 
hours later the patient went into shock. He 
vomited several times. The abdomen was 
tender; muscle spasm was present and peris- 
talsis was absent. The pulse rate went to 
145 per minute, and the patient was cold, 
cyanotic, and sweating profusely. He died 
eighteen hours after operation. 
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Discussion 


Dr. ROBERT L. MCMILLAN: The terminal 
event in this patient’s life seems to have been 
massive hemorrhage into the peritoneal cav- 
ity, with irreversible shock and death. The 
source of the hemorrhage was the site of the 
incision made in the spleen through the peri- 
toneoscope. It is worthy of mention that 
bleeding from such incisions done in this 
manner is obviously very difficult to control. 

Several features stand out in the history, 
physical findings and laboratory data. Un- 
doubtedly one point of great significance is 
the aortic diastolic murmur. As was noted 
in the summary, this murmur was distinctly 
heard by numerous investigators on one day 
and was inaudible on the next. Nineteen 
years before admission, at the age of 31, the 
patient had what seems to have been typical 
rheumatic fever, and was told that he had 
heart disease. For the past six years the 
patient had had dyspnea on exertion. One 
may thus presume that he had rheumatic 
endocarditis. 

Of further interest in connection with this 
heart murmur are the recurring fever and 
the butterfly-shaped eruption over the nose 
and face, which suggest the possibility of 
disseminated lupus erythematosus with ver- 
rucous endocarditis. One could hardly doubt 
the diagnosis of disseminated lupus erythe- 
matosus with such an adequate description 
of the typical butterfly lesion. However, it 
should be recalled that this patient presented 
no evidence of mitral stenosis, which is the 
typical valvular lesion in the rare cases 
of verrucous endocarditis. Involvement of 
the aortic valve alone by this process has not 
been described, and the 4 instances of aortic 
valve involvement in a total of 23 cases of 
verrucous endocarditis described by Gross‘! 
exhibited lesions of the aortic valve demon- 
strable only by microscopic means and hence 
not capable of producing the murmur of 
aortic insufficiency. Therefore, we may elim- 
inate verrucous endocarditis as a cause of 
this patient’s endocardial lesion. 

Such a diastolic murmur arising as the 
result of a partially ruptured aorta or dis- 
secting aneurysm of the aorta would almost 
certainly be associated with pain in the chest 
and hypertension, neither of which was pres- 
ent in this case. The facts that the illness 
was of nine months’ duration, was febrile in 


1. Gross, L.: Cardiac Lesions in Libman-Sacks Disease, with 
Consideration of Its Relationship to Acute Diffuse Lupus 
Erythematosus, Am. J. Path. 16:375-408 (July) 1940. 
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character, and was associated with enlarge- 


ment of the spleen would further rule out - 


these possibilities. Another lesion of kindred 
type which produces a diastolic -murmur 
arising in the aortic valve is perforation of 
an aortic cusp. This, however, gives rise to 
an extremely loud diastolic murmur gener- 
ally heard over the entire mid-precordium 
and most often of grade IV to grade VI in- 
tensity, according to Levine’s classification 
of heart murmurs. This was not present in 
this case. 


This patient presented the following evi- 
dences of subacute bacterial endocarditis: 
chills, fever, anemia, splenomegaly, diarrhea, 
epistaxis, a progressive unremitting illness, 
and an inconstant murmur typical of aortic 
insufficiency. In the great majority of cases 
of bacterial endocarditis the lesion occurs in 
one of the valves on the left side of the heart 
—that is, either the aortic or the mitral 
valve. Against the diagnosis of subacute bac- 
terial endocarditis are the negative blood cul- 
tures, the leukopenia, and the clinical evi- 
dence of disseminated lupus erythematosus. 
The finding of negative blood cultures in sub- 
acute bacterial endocarditis is not unusual. 
If the disease is suspected clinically one 
should obtain blood cultures two or three 
times a day for four or five consecutive days. 
By this means, and by inoculating various 
culture media both aerobically and anaero- 
bically it is more often possible to obtain 
positive blood cultures. Streptococcus viri- 
dans frequently cannot be cultured from 
blood taken when the patient’s temperature 
is quite high, but may appear in cultures of 
blood taken when the temperature is normal 
or subnormal. In general the best time to 
obtain blood for cultures in suspected cases 
of bacterial endocarditis is just as the tem- 
perature begins to rise. 

In light of the above reasoning, it seems 
that the greatest weight of evidence is in 
favor of this patient’s having had subacute 
bacterial endocarditis. It is probable that 
these bacterial vegetations were super- 
imposed on a rheumatic lesion of the aortic 
valve which resulted from the rheumatic 
fever nineteen years previously. 

There are two other points in this case 
which demand clarification. The first con- 
cerns the type of organism involved in this 
endocarditis, and the second concerns the 
“disappearing aortic diastolic murmur.” 
Statistically the organism most likely to be 
responsible for the endocarditis is the Strep- 
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tococcus viridans. It is well known, however, 
that this organism is much easier to grow 
by culture than is the Brucella melitensis or 
Hemophilus influenzae. The last two bacteria 
also are frequently associated with leuko- 
penia. In addition, the patient gave an ex- 
cellent history of exposure to animals pre- 
sumably infected with Bang’s disease, and 
the lesion in this case might very well have 
been due to Brucella melitensis infection 
superimposed on rheumatic endocarditis of 
the aortic valve. 

As regards the aortic murmur which fre- 
quently disappeared for varying lengths of 
time, I am reminded of a similar case which 
I observed in this hospital three or four 
years ago. At autopsy a turnip-shaped bac- 
terial vegetation was found to be attached to 
one of the cusps of the pulmonic valve. Dur- 
ing systole these vegetations, particularly if 
they are pedunculated, are frequently car- 
ried by the out-going blood flow through the 
valve ring, and a systolic murmur is thus 
produced. During diastole they may serve to 
make the valve competent by being set firmly 
in the valve ring. At other times, however, 
these vegetations may remain below the 
valve ring and lie within the chamber of the 
right or left ventricle (in the case under dis- 
cussion tonight, in the left ventricle) and not 
flow out of this chamber during systole. 
When this occurs the diastolic murmur is 
present, whereas if the vegetations are car- 
ried up through the aortic valve ring and 
close the valve during diastole, the diastolic 
mumur is not present. 


Dr. McMillan’s Diagnoses 


(1) Disseminated lupus erythematosus 

(2) Chronic rheumatic heart disease with 
aortic insufficiency 

(3) Subacute bacterial endocarditis due 
to (a) Brucella melitensis, or (b) 
Streptococcus viridans. 


Pathological Discussion 


Dr. W. C. THOMAS: The basic alterations 
in structure in this case were encountered 
in the heart and in the reticulo-endothelial 
system of the body. The heart weighed 500 
Gm. The lines of closure of the mitral valve 
were thickened and presented endothelial- 
lined, small, nodular masses. The wall of the 
left ventricle measured 2 cm. in thickness. 
Marked thickening and calcification of the 
free edges of the aortic valve were noted. 
The anterior leaflet presented a roughened 
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surface which showed perforation of the 
cusp below the free edge. This roughened 
area was fibrous in character and no definite 
fresh thrombi could be demonstrated. Micro- 
scopic sections of the heart showed perivas- 
cular scarring with occasional areas of mon- 
ocytic infiltration. The mitral and aortic 
valves showed fibrosis at the free ends of the 
cusps. Calcification was prominent in the 
aortic leaflets. Polymorphonuclear neutro- 
phils and lymphocytes occurred in scattered 
masses on the endothelial surface near the 
free edge of the valve and were the sole rep- 
resentatives of activity in the otherwise qui- 
escent histological stage. Bacteria were not 
demonstrated after search in smears, sec- 
tions, and bacteriological studies directed to- 
ward the isolation of unusual as well as of 
the usual organisms. 

The spleen and liver were enlarged, weigh- 
ing 1175 Gm. and 2440 Gm. respectively. 
The pre-aortic chain of lymph nodes were 
enlarged to twice the normal size. Micro- 
scopic sections showed marked reticulo- 
endothelial cell activity in the lymphoid 
structures, with scattered foci of reactivity 
of the tissue varying from frank necrosis to 
epithelioid cell accumulations. . Giant cells 
containing two to four nuclei were present 
in the sinusoids. 

Aseptic infarcts of varying sizes and ages 
occurred in the spleen and kidneys. Fresh 
antemortem blood clots were attached to the 
site of biopsy, and the peritoneal cavity con- 
tained 1550 cc. of bright red bloody fluid. 


Anatomical Diagnoses 


1. Aortic and mitral valvulitis, probably due 


to old rheumatic fever 
2. Aortic valvulitis, recent, with perfora- 
tion of one leaflet; causative agent or 
agents not demonstrated 
Hepato-splenomegaly 
Infarcts, multiple, in kidneys and spleen 
Midline abdominal incision, recent 
Incision into spleen 
Hemoperitoneum 


' The object of first importance to the physician is 
to cure or to relieve his patient but this object fre- 
quently is frustrated by the influence of adverse sug- 
gestion. In order to prevent these developments it 
is necessary to comfort the patient, to encourage 
him and to secure for him serenity of mind even 
though this may require the curtailment of the diag- 
nostic study. Extensive study defeats its object when 
it produces doubt, confusion, frustration, apprehen- 
sion and fear.— Paul P. Swett: Suggestion as a 
Cause of Disease, Connecticut State M. J. 8:687 
(Oct.) 1944, 
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MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


X-RAY NEGATIVES: Jn the absence of 
an agreement to the contrary, x-ray 
negatives are the property of the 
physician or surgeon who made them. 


In this case a corporation was sued by a 
physician for payment for professional serv- 
ices rendered to an employee of the company 
following an injury sustained by the work- 
er while about his usual and customary 
duties. According to the record, the physi- 
cian cared for the patient for approximately 
three and a half months. The corporation, 
although admitting that they had engaged 
the doctor for the purpose mentioned above, 
sought to avoid payment for the services up- 
on the following bases: 

First, that the physician failed to send in 
frequent reports as to the progress of the 
patient during his treatment; second, that 
the doctor refused to deliver x-ray films to 
the company for the use of another doctor 
employed by the defendant to treat the pa- 
tient; and third, that the case came under 
the jurisdiction of the Workmen’s Compen- 
sation Act. 

The verdict in Superior Court was ren- 
dered in favor of the physician, and the case 
was then brought up on appeal to the Su- 
preme Court. 

Among the exceptions offered by the de- 
fendant company the one of most interest 
perhaps to the medical profession concerned 
the refusal of the doctor to deliver his x-ray 
negatives to the corporation for use by an- 
other doctor, these negatives being the ones 
taken by the physician incident to his treat- 
ment of the injured employee. The appellate 
court was of the opinion that the doctor was 
fully justified in refusing to surrender the 
x-ray negatives for the reason that, in the 
absence of an agreement to the contrary, 
such negatives are the property of the physi- 
cian or surgeon who has them made incident 
to treating a patient. The reasons advanced 
for the above opinion are as follows: 

First, under ordinary circumstances, x-ray 
negatives are meaningless to the average 
layman; second, they constitute an important 
part of the doctor’s clinical records; and 
third, in the event of a malpractice suit, the 
negatives may be introduced as evidence to 
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justify the doctor’s treatment of the patient 
under his care. 

The Supreme Court sustained the findings 
of the court below in favor of the plaintiff 
physician. 

As a warning, it should perhaps be stated 
that while the question of the property 
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rights of physicians in their x-ray negatives 
is well settled, courts of competent jurisdic- 
tion may, under certain circumstances, order 
x-ray negatives and other records produced, 
and subpoenas issued for this purpose must 
be obeyed accordingly. (262 N. W. 296, Fall 
Term, 1935.) 
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OSEPH CONRAD once said, “A word carries far—very far—deals destruction 

through time as the bullets go flying through space.’ Medicine has a few such words. 
Too often these are used when a serious or potentially serious condition must be ex- 
plained to an apprehensive patient. When words treacherously lull either the patient or 
the physician into a false sense of security, then words may ultimately *y maim or destroy 
as surely as if they were bullets. 


A SPOT ON THE LUNG 


It is futile to search in dictionaries or 
medical text-books for a definition of the 
term “a spot on the lung.” But the term is 
being used with great frequency by physi- 
cians, nurses and laymen alike. If this term 
is subjected to scrutiny, it is found that it 
may mean anything and everything that pro- 
duces either a shadow or an area of de- 
creased density in a chest roentgenogram 
or anything and everything that causes ab- 
normal physical signs over the lungs. If, 
then, this expression has no meaning that 
cannot be stated more precisely in other 
terms, it remains to be found out why it is 
being used. If this is one of the terms that 
does not express a definite meaning, does it 
possibly obscure a meaning? 

Nobody who has searchingly studied the 
histories of patients with pulmonary disease 
can doubt that the real function of the 
phrase, ‘a spot on the lung,” is to cloud the 
facts. It is a cloak for a great variety of 
pulmonary diseases, a protective screen for 
the inability or unwillingness of the physi- 
cian to arrive at a diagnosis acceptable to 
himself, a disguise for a bitter truth that 
the physician hesitates to tell the patient, an 
escape for the patient who tries to elude 
further diagnostic work and necessary treat- 
ment. After all, one does not die of “‘a spot 
on the lung,” but one can die of bronchial 


carcinoma and one might die of pulmonary 
tuberculosis. Along with much other evasive, 
medical double-talk, ‘a spot on the lung” is 
a verbal mechanism of escape from reality. 
In the same category belongs the term “a 
touch of tuberculosis” and, improperly ap- 
plied, “nothing but a little thickened pleura.” 
No physician needs to be told that ‘“‘a spot 
on the lung” is no diagnosis. He realizes that 
it is evidence, on the one hand, of healed dis- 
ease which calls neither for treatment nor 
for alarming its bearer, or, on the other, of 
active disease in need of treatment. The 
physician sometimes uses the term in pa- 
tients in whom he has failed to establish, 
with a certainty that carries conviction for 
himself, the difference between active dis- 
ease and obsolete scar. “A spot on the lung” 
has a pleasantly innocent sound. It lulls into 
inertia and indifference whatever doubts or 
curiosity the patient, and, even in some 
cases, the doctor may have. But still it is, 
for the physician, a mental reservation. It 
seems to beckon as a safe place to stand if 
“a spot on the lung” later turns out to be 
carcinoma, tuberculosis or bronchiectasis. 
Admittedly, this judgment may be harsh. 
But I dare say that it will be resented only 
by those who, with the instrumentality of 
this ambiguous term, neglect their obligation 
of persevering until “ a spot on the lung” 
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has been accurately diagnosed. No person 
need be told that he has “ a spot on the lung.” 
If the condition is as clinically insignificant 
as the term suggests, the patient should be 
told that he has a scar from a previous tuber- 
culous infection—one that needs an occa- 
sional check-up or one that needs no further 
observation. Or when the diagnosis is cer- 
tain, the patient should be told that his lungs 
are normal. For, while “a spot on the lung” 
is often the obscured beginnings of destruc- 
tive disease, it is, in other cases, the starting 
point for tuberculophobia and anxiety neu- 
roses, conditions that are no less crippling 
and hardly more easily curable than tuber- 
culosis itself. 

But, though every reflecting physician 
knows that “a spot on the lung” is a mean- 
ingless and dangerous term, the utter con- 
venience of the expression—and others like 
it—militates against their prompt extinc- 
tion. Past experience justifies a pessimistic 
outlook. No amount and intensity of medical 
education are likely to eliminate entirely the 
term from medical parlance. Medical educa- 
tion however is being overtaken by the in- 
formation that the public, including the pros- 
pective patient, is acquiring. People are 
learning to realize fully the confusing ambi- 
guity of the term, they are beginning to re- 
fuse its acceptance just as an enlightened 
consumer protests against ambiguous and 
misleading labels on packaged goods. And 
the comparison is eminently proper: for all 
intents and purposes, ‘“‘a spot on the lung”’ is 
ambiguous and misleading labeling. It may 


‘ well be that through the protest of the con- 


sumer, by the refusal of every layman to be 
satisfied with the pseudo-diagnosis of “a 
spot on the lung” the term will eventually 
disappear. 

It is high time for the medical and nursing 
professions and everyone engaged in tuber- 
culosis work to bury a medical term that 
has quite literally buried so many patients. 


A Spot on the Lung, Max Pinner, M.D., The 
NTA Bulletin, January, 1945. 


The danger to others of communicable tuberculo- 
sis among elderly persons is great. Many of them 


are granuparents and it is not unusual to trace 


fatal tuberculosis in children and others to them. 
Casparis cited the case of several young Negro 
maids who had successively died while working in 
one home, or soon after. Investigation revealed the 
fact that an elderly white man in this home had 
communicable tuberculosis which was previously 
unsuspected. J. Arthur Myers, M.D., Modern Hos- 
pital, April, 1944, 
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PRESIDENT’S MESSAGE 


POST WAR PLANNING 


The Committee on Post War Planning of 
the Medical Society of the State of North 
Carolina consists of W. C. Davison, Chair- 
man, Hubert B. Haywood, C. C. Carpenter, 
W. R. Berryhill, W. M. Coppridge and J. W. 
Vernon. This committee is particularly in- 
terested in ways and means of giving every 
assistance possible to our membership in the 
armed forces who, we hope, will soon begin 
to return to civilian practice. The following 
letters are being sent to every member of the 
Society in the armed services. The commit- 
tee realizes that there are many young North 
Carolina physicians serving in the various 
branches of the service who are not members 
of the Society. Any member of the Society 
who knows one of these men can get copies 
of these letters by writing Secretary McMil- 
lan. We hope that you will do this and will 
send the letters to these men. 

“Sincerely yours, 
PAUL F. WHITAKER, M.D. 


* * * 


TO THE MEMBERS OF THE MEDICAL SOCIETY 
OF THE STATE OF NORTH CAROLINA 
SERVING WITH THE ARMED FORCES 


The Medical Society of the State of North Caro- 
lina, along with the rest of the country, recognizes 
to the fullest extent its indebtedness to its members 
who at great personal sacrifice have entered and 
served with the armed forces of the nation. With a 
profound sense of appreciation of the service that 
you have rendered, the sacrifices that you have 
made, and the frustrations that you have encount- 
ered, it is anxious to assist you in every way pos- 
sible in your return to civilian practice, and the 
privileges and responsibilities of civilian life. The 
Society wants to know what you desire, and is anx- 
ious to obtain your views on any matters that you 
care to discuss, toward the end that it may offer 
you every possible assistance in whatever you wish 
to undertake. 

The Committee on Post War Planning, under the 
chairmanship of Dr. Wilburt C. Davison, has been 
giving consideration to ways and means of assist- 
ing you in every manner possible, particularly in 
offering opportunity for further postgraduate train- 
ing. Their letter to you is enclosed, and we hope 
that you will acquaint the committee with your 
views and desires, toward the end that your Society 
may be of the greatest service to each of you. 

With every good wish of your colleagues at home, 
and trusting that it will not be too long before you 
are back with us again, we remain 

Cordially and sincerely yours, 
THE MEDICAL SOCIETY OF THE 
STATE OF NORTH CAROLINA 
By Paul F. Whitaker, President 
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TO THE 650 NORTH CAROLINA PHYSICIANS 
IN THE ARMED SERVICES 

The Medical Society of the State of North Caro- 
lina, in common with the rest of the nation, recog- 
nizes its debt to you who are serving in the armed 
forces, and through the postwar planning committee 
is anxious to assist you in obtaining the postgradu- 
ate medical training which you may desire on your 
return. The questionnaires which you have returned 
to the American Medical Association are being stud- 
ied, but in addition, it would be apreciated if you 
would let us know the postwar training which you 
want and the institutions at which you prefer to 
have it. The medical schools of Duke and North 
Carolina Universities, the Bowman Gray School of 
Medicine of Wake Forest College, and the North 
Carolina hospitals are cooperating to provide the 
training which you want. 

All veterans, regardless of the age at which they 
entered the service and whether or not they had 
been in practice, are eligible under the G. I. Bill of 
Rights for a retraining course of one year at any 
institution approved by the Veterans Administra- 
tion, which will pay fees to the institution up to 
$500 per year and a subsistence allowance of $50 
monthly to the veteran—$75 if he has a dependent. 

On completion of this one-year course, veterans 
who entered the service under 25 years of age and 
those, regardless of age, who can show that their 
training was impeded or interrupted by their en- 
trance into the service also are entitled to additional 
training of the same number of months they have 
been in the service. In other words, a medical officer 
who has been in the armed forces for thirty months 
and entered the service at age of, 25 years or, re- 
gardless of age, had been an intern or resident but 
had not completed his resident training, is eligible 
for three and one-half years of postwar training— 
that is, one year plus thirty months. 

Refresher or brush-up courses can be given at 
Duke and the Bowman Gray School of Medicine of 
Wake Forest College for the former practitioners 
by appointing additional instructors in medicine, 
pediatrics and obstetrics at each of the two schools, 
It is realized that refresher courses are the least 
satisfactory method of postgraduate education. 
However, many of the medical officers who have 
been in practice may wish to return to their homes 
as quickly as possible to start rebuilding their in- 
comes, so these refresher courses may have to be 
arranged in repeated short doses, emphasizing the 
recent medical advances, to accommodate the physi- 
cians who can spare only a week or two at a time. 

Hospital experience and tutoring for the former 
specialists can be easily arranged with the 245 
North Carolina licentiates of the various specialty 
boards. The experience of working in a busy special- 
ist’s office should greatly help these returning of- 
ficers to bring their knowledge up to date. 

The ex-interns and ex-residents, as well as some 
of the former practitioners, may wish three to 
twenty-four months of hospital training in the 
specialties, and additional residencies will be pro- 
vided. For example, the North Carolina teaching 
hospitals have six prewar approved pediatric resi- 
dencies, but arrangements had been made with the 
pediatricians in the other hospitals for ten additional 
pediatric residents. Under this plan, the hospitals 
can appoint sixteen residents instead of the usual 
six, each of whom would spend three to six months 
at one or more of these hospitals under the super- 
vision of a licentiate of the American Board of Pedi- 
atrics, thereby obtaining a broader training than 
would be possible in one institution. A similar pro- 
gram has been planned in the other specialties and 


combinations of specialties. 
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In addition, training will be provided at the three 
North Carolina medical schools in the basic medical 
sciences—anatomy, biochemistry, physiology, pharm- 
acology, bacteriology and pathology—for at least 
three reasons: first, the requirements of the specialty 
boards must be satisfied; secondly, the practitioner 
needs this training to help him improve his practice 
of medicine; and finally, it is highly desirable to en- 
courage some of the returning medical officers to 
become teachers in these subjects in which they are 
greatly needed if good teaching and high research 
levels are to be maintained after the war. 

All of these plans are modifiable to allow for the 
wide range in the returning medical officers’ prewar 
status, their variety of war experiences—field or 
hospital duty—and their rate of demobilization. This 
training can be started tomorrow morning or at any 
time a medical officer returns, and is flexible enough 
to fit the needs of those who want only a refresher 
course, as well as of those who desire one or more 
years of hospital experience in order to complete 
the requirements of the specialty boards. 

Please let us know what you want and what you 
think of the above program, as well as any other 
suggestions, as all of us are anxious to assist you 
in every way to obtain the postwar training you 
desire. 

With best wishes, 

Yours sincerely, 
Postwar Planning Committee of the Medical 
Society of the State of North Carolina 
Hubert B. Haywood, M.D. 
W. M. Coppridge, M.D. 
W. R. Berryhill, M.D. 
C. C. Carpenter, M.D. 
James W. Vernon, M.D. 
W. C. Davison, M.D. 


STATEMENT TO THE 
APPROPRIATIONS COMMITTEE OF 
THE LEGISLATURE 


PAUL F, WHITAKER, M.D. 


Mr. Chairman, Gentlemen of the Appropria- 
tions Committee, Ladies and Gentlemen: 


Last fall a number of physicians and distinguished 
members of the Poe Commission appeared before 
the Advisory Budget Commission and outlined the 
results of their intensive study of the problem of 
medical and hospital care in North Carolina. The 
Poe Commission, after ascertaining the needs of the 
state, recommended a comprehensive program, hav- 
ing for its ultimate purpose a more adequate and 
at the same time a more economical distribution of 
good medical care to all the people of North Caro- 
lina. By reason of my position as president of the 
Medical Society of the State of North Carolina, I 
was asked to summarize the needs in the field of 
medical care as determined by the Commission, and 
their recommendations for the solution of the prob- 
lem that they found to exist. They were then, and 
are now outlined as follows: 

North Carolina ranks forty-fifth among the states 
of the nation in the ratio of physicians to popula- 
tion. Only Alabama, South Carolina and Mississippi 
have a lower ratio than North Carolina. This is not 
a war condition. It was an actuality in 1940. The 
national average is 1 physician to every 800 people. 
One physician to every 1000 people is considered de- 
sirable for proper protection of the public health. 
In 1940 only four counties in our state had more 
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than 1 physician per 1000 people. Forty-three coun- 
ties had less than 1 physician to every 2000 people, 
and some rural communities had less than 1 physi- 
cian to every 5000 people. Dean Davison of the Duke 
University School of Medicine estimates that 1300 
additional physicians are needed to provide the ac- 
cepted ratio of 1 physician to every 1000 population. 
Most of these physicians are needed in the rural 
areas. 

A similar situation exists relative to hospital beds. 
In 1940 North Carolina ranked forty-second among 
the states in the number of hospital beds. We have 
8,475 general hospital beds approved by the Ameri- 
can Medical Association, or 2.4 beds per 1000 popu- 
lation. The standard recommended by hospital au- 
thorities is 4 beds per 1000 population. Approxi- 
mately 6000 additional beds are needed to bring 
North Carolina up to the accepted standard. I would 
like to emphasize the point that 41.6 per cent of the 
present beds are located in six large urban counties 
and that thirty-four of our counties have no hospital 
facilities of any sort. The need of the Negro popula- 
tion is particularly acute. They have only 1.7 beds 
per 1000 population. 

The Duke Endowment has been a great blessing 
to our state. This great benevolence has been in- 
terested in the establishment of small hospitals in 
North and South Carolina, and it also contributes 
$1.00 per day toward the care of each indigent pa- 
tient in every approved hospital in these states. 
Dr. W. S. Rankin, Secretary of the Duke Endow- 
ment, is probably our most competent hospital au- 
thority. I have corresponded with Dr. Rankin about 
these proposals and had a personal interview with 
him in Charlotte. He is thoroughly in accord with 
the rural hospital program presented by the Com- 
mission, and feels that a state program would great- 
ly augment the program of the Duke Endowment. 
Both have the mutual objective of better health for 
our people. Dr. Rankin further points out the fact 
that Canada has had a similar program in operation 
for some time. 

North Carolina has never supported complete 
medical education for its citizens, either as physi- 
cians or as allied medical workers. Except to the 
Health Department and the institutions for mental 
and tuberculous patients the state has never appro- 
priated funds for the health of its citizens. By com- 
parison the state of Virginia spends approximately 
$800,000 annually in maintaining hospitals and con- 
tributing to the support of two medical schools. 
Iowa spends, $1,000,000 per year for the general 
hospitalization of its indigent and low income 
groups, and almost $500,000 annually in support of 
its four year medical school. Louisiana, with a per 
capita wealth far below that of North Carolina, 
spends approximately $5,000,000 annually on its sys- 
tem of charity hospitals, and in addition maintains 
a large medical school. In comparison to these vast 
sums expended by other states, North Carolina 
spends less than $75,000 annually for the mainte- 
nance of medical education, medical research, and 
the training of medical workers. The state makes 
no contribution to general hospitalization, and in 
no way aids in making general hospital facilities 
available. 

Medical care is not an ordinary commodity. It has 
to do with the happiness of our people and the se- 
curity of our nation. Every citizen, however lowly, 
and regardless of his financial, racial or religious 
status is entitled to, and should receive the best 
medical care obtainable. The problem boils down to 
this: If the people of North Carolina are to have 
the adequate medical care to which they are entitled, 
we must have more doctors, more trained medical 
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personnel of all types, more hospital beds, and better 
distribution of both hospitals and doctors. Communi- 
ties must be encouraged to realize their responsi- 
bility to their indigent sick. There must be increased 
health education to teach the public to utilize facil- 
ities provided, and convenient and easy methods of 
payment of hospital and medical care bills through 
prepayment insurance plans must be increasingly 
utilized and expanded. All phases of the problem 
must be attacked simultaneously. 

To meet the need for more doctors and other 
trained personnel, we need the expansion of the 
University Medical School to four years, with the 
erection of an adequate teaching hospital in con- 
nection with the medical school. It is well to call to 
your attention the fact that this institution would 
not only train personnel of all types, but would 
provide general hospital beds, and through the pro- 
posed loan fund assist worthy rural boys and girls 
to obtain a medical education, on the condition that 
they return to rural areas of the state to practice. 
The proposed teaching hospital would have a psychi- 
atric unit, thus affording a facility to which the phy- 
sicians of North Carolina could send patients with 
acute mental disturbances. Here these people could 
not only be used for teaching purposes, but by ade- 
quate examination and proper therapy many might 
be restored to a life of usefulness rather than be- 
coming charges of the state by being committed to 
a mental institution. In this connection it is well to 
call your attention to the fact that many of the 
present patients in our mental institutions are vic- 
tims of arteriosclerotic disease and vascular cerebral 
accidents, and would be better cared for in general 
hospitals. The consultative service of such an in- 
stitution to small rural hospitals would be of in- 
estimable value. For example, relatively few rural 
communities can afford the services of a trained 
x-ray specialist. Such an institution would train a 
number of x-ray specialists, and these men in the 
latter months of their training, after they have 
reached the desired competency, could pay weekly 
visits to the small rural hospitals. Here they could 
do the fluoroscopic and gastrointestinal studies on 
patients referred to the institution by local physi- 
cians, and would further assist them in the interpre- 
tation of accumulated x-ray films. Many arguments 
have been presented to you for the extension of the 
University Medical School to four years. It seems to 
me the soundest argument for the expansion of the 
present school is that in the light of modern teach- 
ing methods two-year schools cannot adequately 
perform their full function, and are experiencing 
increasing difficulty in placing their men after two 
years of training. The two-year medical schools are 
doomed to extinction, and if the present University 
School is allowed to pass out of the picture, we will 
not only have the humiliating experience of seeing 
our great University fail to perform its full educa- 
tional function by providing medical education, but 
more important still, we will lose a rich source of 
supply of North Carolina doctors (to be exact 25 
per cent of our present source of supply). 

The necessity for more rural hospitals and health 
centers to meet the need for better distribution of 
medical care is manifest. Not only will they serve 
as centers for the dissemination of health education, 
but they are absolutely essential to the location of 
doctors. Factors that decide the location of young 
physicians are the pull of home ties, the assurance 
of a reasonable reward for their labors, and above 
all, the facilities for the practice of good modern 
medicine. It should be emphasized that the way to 
get doctors to locate in rural communities is to pro- 


vide them with the facilities to do good work. This 
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means providing good hospitals with good equip- 
ment. It is felt that the state should appropriate 
$5,000,000 to aid in the total cost of $15,000,000 for 
building new hospitals where they are needed and 
adding to present facilities. These hospitals should 
be locally controlled and operated to keep out politi- 
cal influence. 

The proposed maintenance fund to aid the local 
hospitals to care for their indigent is badly needed 
to supplement the work of the Duke Endowment. 
The average per diem hospital cost in North Caro- 
lina ranges from $3.50 to $7.00 per day. With the 
state contributing $1.00 a day and the Duke Endow- 
ment $1.00 a day, it would be expected that the coun- 
ties would make up the difference in caring for their 
indigent sick. Such assistance from the state will 
encourage the counties to realize and undertake this 
responsibility. 

There is a definite need for methods of pre-paying 
the costs of medical care, which fall so heavily upon 
the honest, respectable citizen in the low income 
brackets who desires to pay his bills without govern- 
ment compulsion. For a modest premium the Blue 
Cross Plans enable the average citizen to provide 
for the payment of hospital bills and obstetrical and 
surgical fees. The Blue Cross Plans have made an 
admirable beginning, and they have accepted the 
challenge to provide complete medical service at the 
earliest possible time that sound actuarial experi- 
ence warrants. Some members of this Commission 
sincerely believe that the state should underwrite 
insurance plans for low income groups. The majority 
feel that this should not be undertaken until volun- 
tary methods have been given the opportunity to 
solve the problem. They feel that the state should 
fulfill its obligation in the field of medical education, 
aid in the construction of facilities and in the care 
of the indigent, and stop there, leaving to the medi- 
cal and allied professions and interested groups the 
working out, certainly for the present, of prepay- 
ment plans. 

After careful consideration by the Commission 
and the medical and allied professions, a bill was 
drawn to embody the recommendations of the Com- 
mission, with the high hope that it would be enacted 
into law at this session of the legislature, thereby 
bringing our great state up from near the bottom in 
the type of service in question, instituting a much 
needed program, and maintaining it adequately 
through the years. It seemed to the sponsors of this 
program and to the average citizen of the common- 
wealth that the state could well afford to fulfill its 
obligation in this field. Governor Cherry and the 
legislature have wisely made provision for the re- 
tirement of the general fund debt, and we are 
reliably informed that a fund is being set up which 
by 1950 will retire every highway bond outstanding. 
For all practical purposes the state stands like the 
village blacksmith, and looks the whole world in the 
face for it owes not any man. In addition to being 
for all practical purposes debt free, the state has 
on hand a fund of $20,000,000 set aside for post- 
war emergencies. Many members of the legislature 
confidently predict that many more millions of dol- 
lars will be added to the surplus in the next bien- 
nium. 

Compare this situation to that existing in 1921. 
Almost a quarter of a century ago an Appropria- 
tions Committee sat as you are sitting and recom- 
mended to the legislature of that year an expendi- 
ture of fifty million dollars for roads, when the 
state was already in debt to the extent of seventeen 
million dollars. They saw a need and they acted to 
meet it. The inference to be drawn from this com- 
parison is obvious, and the question might well be 
asked: Which is the more important—roads, or the 


NORTH CAROLINA MEDICAL JOURNAL 


April, 1945 


health of our citizens and our duty to our unfortu- 
nate? There could be but one answer. Investment by 
the state in this program would be repaid a thous- 
and-fold in happiness, opportunity, productivity and 
income of its citizens. 

With all the financial resources available now, 
with the mentally unfortunate of the state crying 
to high heaven for relief, and with hospital and 
medical care facilities woefully lacking, it is most 
difficult for your average constituent to understand 
why you cannot proceed immediately and effectively 
to meet these needs by setting aside the funds to 
bring into being the recommended program. 

However, Governor Cherry, with no doubt an in- 
timate knowledge of the state’s financial structure 
and the needs of its multiple services, does not feel 
at the present time that the whole program should 
be undertaken. In an address to the General As- 
sembly this morning he has advocated the principle 
of the whole program, and in the bill now under 
consideration and drawn with his approval, indicated 
the extent to which he is willing to go at the pres- 
ent time. While some of us have different beliefs, 
no one questions the sincerity of the governor. 

You gentlemen of the Appropriations Committee 
and the other members of the legislature have been 
here in Raleigh long enough at this session to be 
thoroughly familiar with some of the talk that has 
been going around. Some of our citizens, including 
members of the medical profession, are honestly 
and sincerely opposed to the whole program, and 
have openly stated their opposition. Others, for rea- 
sons satisfactory to themselves, have circuitously 
but nevertheless with some effect, attacked the pro- 
posals. Time will eventually tell who has placed self 
interest above the public interest, and who has 
played politics with human misery and human needs. 

And so, somewhere along-the uncertain pathway 
of politics, the original and comprehensive bill to 
effectuate a program to solve an urgent human need 
has been cast into the limbo, and we have in its 
place the emasculated substitute which you gentle- 
men are considering today. One of the members of 
the legislature has facetiously remarked that as this 
bill carried no appropriations, he would gladly sup- 
port it. In view of the very limited appropriations 
that it does carry, we hope, believe and sincerely 
urge that you will report it favorably. 

It is our understanding that the Chairman of the 
Hospital and Medical Care Commission, and the 
members of the legislature introducing this bill have 
accepted it reluctantly and with disappointment as 
the best that can be obtained now, and have ac- 
cepted it only as a beginning toward the ultimate 
objective of the whole program which the Commis- 
sion has recommended. This is certainly my feeling, 
and I believe it is the feeling of the vast majority 
of North Carolina doctors who have endorsed the 
whole program which they feel is so necessary to 
solve the problem existing in our state. I believe it 
is the feeling of the North Carolina Hospital Asso- 
ciation, the North Carolina Nurses Association and 
the North Carolina Pharmaceutical Association, who 
have endorsed the whole program. It is the feeling 
of the public health officials of the state, and it is 
the feeling of many men and women throughout the 
nation who have watched with high hope the devel- 
opments of the North Carolina proposals and pat- 
terned their own plans upon it. More important, it 
will be the feeling of our own people from the moun- 
tains to the sea, on the farms and in the factories, 
in the stores and in the offices, in the schools and 
in the churches, in the kitchens and at the firesides, 
and at the bedsides of the newborn and the sick. It 
will be the feeling of our soldier kinsmen on the far 
flung battle fields, in the dangerous skies, on and 
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beneath the surface of the seven seas—all fighting 
to preserve our way of life and make it more rich 
and abundant. Some one has aptly remarked that 
this program has more of God in it than any meas- 
ure ever proposed in North Carolina. 

All these people cannot but experience disappoint- 
ment and frustration and wan‘ng hope that means 
to effectuate the whole program have not been pro- 
vided by this administration. But perhaps all this 
work and effort will not have been in vain. “Hope 
springs eternal in the human breast.” If you pass 
this measure, it is a beginning. However small, it is 
a beginning. It is a first step, and we earnestly urge 
that you take it. An ancient Chinese proverb states 
that “A thousand mile journey begins with the first 
step.” Let us hope that this is so, and that this truth 
will in the end apply to this great and comprehen- 
sive program. 

And now finally, gentlemen, we urge and hope 
that you will report this bill favorably and send it 
to the House and Senate, where the elected repre- 
sentatives of the people in the democratic manner 
can give it their rightful and proper consideration. 
Here the whole program can be debated with com- 
plete frankness, and the decision made as to whether 
the torch of progress in human needs will be lighted 
and allowed to burn and glow to its full fruition, 
or allowed to flicker and die in an atmosphere of 
timidity, reaction and stagnation. The issue is clear- 
ly drawn. 

And now, may we say in conclusion that the Com- 
mission, the citizens of the commonwealth, and the 
medical and allied professions believe in this pro- 
gram—with emphasis on the whole program. All 
parts of it are essential if the problem of bringing 
about an adequate and economical distribution of 
medical care to the people of our commonwealth is 
to be solved. The work of the Commission is before 
you. The needs of our people have been ascertained 
and presented. Measures to fulfill these needs have 
been recommended. They are to us sound and prac- 
tical and within the means of the state to provide. 
You will in your wisdom initiate certain changes, 
and we hope make a beginning; but we respectfully 
submit that nothing less than the whole program 
should be the ultimate objective of this and future 
sessions of the legislature. We have faith in your 
courage, vour initiative, your vision and your knowl- 
edge of the needs of your great state, and with this 
faith we leave the problem in your keeping. 


CANCER CONTROL MONTH 


Governor R. Gregg Cherry has joined the 
governors of every other state in the nation 
in issuing a proclamation which designates 
April as Cancer Control Month. 

Governor Cherry’s proclamation reads as 
follows: 


A PROCLAMATION 


Whereas, the control of cancer is a major public 
health problem and the Congress of the United 
States, by special enactment, has designated the 
month of April as Cancer Control Month, and the 
General Assembly of the State of North Carolina 
has, by similar action, so designated the month of 
April, and 

Whereas, cancer ranks second among diseases as 
a cause of death, and ranks first as a cause of death 
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among women, and 

Whereas, cancer deaths in 1944 in North Carolina 
numbered 2,298, a drop of 19 deaths from the high 
mark of 2,317 in 1943, and 

Whereas, from one-third to one-half of all cancer 
deaths are needless, and 

Whereas, the fight on cancer in North Carolina is 
being conducted by the North Carolina Division of 
the Field Army of the American Cancer Society of 
which Mrs. George E. Marshall, of Mount Airy is 
Commander and John Kerr, Jr. of Warrenton is 
State Campaign Chairman, with a campaign slogan 
this year, “Guard those you love—Give to conquer 
cancer,” and 

Whereas, this program is one which deserves the 
full support of the State, 

Now, therefore, by virtue of my authority as Gov- 
ernor of North Carolina, I do hereby proclaim and 
declare the month of April as Cancer Control Month 
in North Carolina and urge all citizens of the State 
to lend every possible support to this commendable 
and worthwhile movement in the interest of public 
health. 

In witness whereof, I have hereunto set my hand 
and caused the Great Seal of the State of North 
Carolina to be affixed at Raleigh this fourth day of 
April in the year of our Lord, One Thousand Nine 
Hundred and Forty-five. 


(Signed) R. GREGG CHERRY 
(SEAL) 
By the Governor: 


AMERICAN RED CROSS IMMUNE SERUM 
GLOBULIN PLAN 


Immune serum globulin (gamma globulin) for the 
prophylaxis, modification, and treatment of measles 
is now available for the civilian population through 
an appropriation by the American Red Cross as an- 
nounced by Mr. Basil O’Connor, Chairman of the 
Central Committee of the American Red Cross. This 
action is in keeping with the policy of the American 
Red Cross to return to the American people, so far 
as practicable, any useful blood derivatives accumu- 
lated in excess of military needs as a result of its 
blood donor program. 

The serum globulin will be supplied without 
charge to state and territorial health departments 
or local health departments where biologics are not 
supplied by the state, provided that the globulin will 
be distributed without charge to physicians, hos- 
pitals, and clinics, and provided that it will be ad- 
ministered in accordance with established standards 
and without any charge to the patient for the globu- 
lin. 

As announced in the July 1. 1944, issue of the 
Journal of the American Medical Association, health 
departments assumed the costs of processing and 
distributing immune serum globulin. Under the new 
plan the entire cost of processing and distributing 
the product is now borne by the American Red 
Cross. 

The crude serum globulin fraction, thus made 
available is derived as a by-product from processing 
serum albumin under Navy control. It has been de- 
clared surplus and assigned by the Navy to the 
American Red Cross for distribution. 

Eligible health agencies are being requested to 
place their orders promptly with National Head- 
quarters, American Red Cross, Washington, D. C., 
attention of Dr. G. Foard McGinnes, National Medi- 
cal Director. 
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CIVILIAN MEDICAL CARE FOR MILITARY 
PERSONNEL 


Statement from the Office of the Surgeon, 
Fourth Service Command, Atlanta 


1. In an emergency, Army Regulations authorize 
civilian medical attendance to military personnel at 
public expense when the required attendance cannot 
be provided by available facilities of The Army or 
other Federal agency and when such personnel are 
on a duty status or absent on authorized leave, sick 
leave, furlough or pass. Civilian medical attendance 
is not authorized for personnel when absent with- 
out official leave or for personnel requiring “elective” 
treatment. The term “civilian medical attendance” 
includes medical and hospital care, nursing, ambu- 
lance, dental services, donation of blood and furnish- 
ing of medicines on prescription. 

2. Immediately after a soldier comes under civil- 
ian medical or hospital care, the nearest military 
medical officer should be informed or The Command- 
ing General, Headquarters Fourth Service Com- 
mand, Post Office Building, Atlanta 3, Georgia, 
should be advised by letter or telegram collect re- 
garding the following: 

a. Full name, rank, and organization of patient. 

b. Diagnosis and approximate date patient may 
be safely removed by Army ambulance to 
nearest Army hospital. 

3. Upon termination of civilian medical services 
and in order that claims covering such services may 
be immediately settled, the bill in triplicate, item- 
izing charges, should be forwarded to The Com- 
manding General, Headquarters Fourth Service 
Command, Post Office Building, Atlanta 3, Georgia, 
ATTENTION: The Surgeon. The following state- 
ment should appear thereon above the signature: 

I certify that the above bill is correct and just; 
that payment therefor has NOT been received; 
that the services were rendered and necessary; 
and that the charges do not exceed those cus- 
tomary in this vicinity. 
(Signed) 
(Typed) 
(Title) 


* * * 


Statement from Vice Admiral Ross T. McIntire, M.C. 
Surgeon General, U. S. Navy 


Officers and enlisted personnel of the Navy when 
on duty are entitled to necessary medical and hos- 
pital treatment, which must be obtained, first, 
through facilities of the Medical Department of the 
Navy, if available; secondly, through the medical de- 
partment facilities of any other federal agency in 
the absence of naval medical facilities; and, if none 
of the foregoing is available, they may procure the 
necessary treatment from civilian sources. When 
the individual is attached to a local naval office or 
activity, request for treatment should be made by 
the officer in charge; when on detached duty, treat- 
ment may be obtained by personal request. 

Navy officers when on leave are required to defray 
their own expenses for medical treatment. 

Enlisted personnel when on leave may be furn- 
ished civilian medical treatment at the expense of 
the Navy Department under the following provi- 
sions: 

1. When treatment is requested in an emergency 
where it is impractical to obtain the same from 
naval or other federal facilities. 

2. When report is promptly made by or on behalf 
of the individual to his commanding officer by 
telephone or telegram, citing the circumstances 
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and requesting authority for treatment and in- 

structions. 

3. Expenses for employment of consultants or 
specialists or for special treatments will not be 
allowed unless authorized in advance by the 
Bureau of Medicine and Surgery, Navy Depart- 
ment, Washington, D. C., or approved subse- 
quently by that Bureau in extreme emergencies 
upon prompt receipt of report and satisfactory 
explanation as to the necessity and urgency for 
the employment. 

4. Elective medical treatment under no circum- 
stances may be allowed. 

5. Enlisted personnel absent without permission 
are not entitled to medical treatment at gov- 
ernment expense. 


6. Civilian dental treatment, other than emergency 
measures to relieve pain, is not authorized. 


Hospital accommodations equivalent only to that 
provided by the Navy to its personnel will be al- 
lowed. Officer personnel are entitled to a private 
room; enlisted personnel to a bed in a ward, except 
in contagious disease cases or where the illness re- 
quires the seclusion of a private room for proper 
treatment. 

Charges for services rendered will be allowed only 
at reasonable prevailing rates and for no longer 
period than is necessary to permit the patient to be 
transferred to a federal hospital when physically 
able. The proper naval authorities should be advised 
as soon as his condition will permit transfer to a 
federal hospital, or, if further hospitalization is not 
required, the date of his discharge. 

Bills for medical care of Navy personnel should 
be prepared in duplicate, itemized to show both the 
nature and dates of services, with the charge for 
each item indicated and should bear the certificate 
“Correct and just; payment not received,” with the 
autographic signature of the payee (in the case of 
a company, etc., by an authorized official whose title 
should be shown), and if practicable bearing a cer- 
tificate of the patient that the services were ren- 
dered as stated. 

As the United States Marine Corps is a part of 
the United States Navy and the health and medical 
treatment of its personnel a responsibility of the 
Bureau of Medicine and Surgery, the members of 
that organization are entitled to the same consider- 
ation as may be provided for other naval personnel 
in above instructions. 

Bills covering civilian medical treatment of mem- 
bers of the Coast Guard may be forwarded to Coast 
Guard Headquarters, Washington, D. C., for settle- 
ment. 


Upjohn Message Urges Early Diagnosis 
of Cancer 


Spurred by a rising rate of 165,000 deaths, and 
700,000 sufferers annually, Upjohn is assisting in 
the fight against cancer. With a message of hope 
which will reach millions during April when the 
American Cancer Committee’s national drive swings 
into action, Upjohn includes this major health prob- 
lem in its “Your Doctor Speaks” series directed 
toward better public health and greater patient- 
physician cooperation. Since the greatest promise 
of reduction in cancer mortality lies in early diag- 
nosis and treatment, the new Upjohn message 
stresses the importance of learning to “recognize 
warning signs of cancer before it’s too late,” and 
bluntly tells the reader, “You can help—by learning 
to suspect cancer and to report it at once.” 
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STATE BOARD OF MEDICAL EXAMINERS 

The next meeting of the Board of Medical Exami- 
ners will be held June 18-20, at the Sir Walter Hotel 
in Raleigh. Written examinations will be given and 
reciprocity licenses issued at this time. 


CHARLOTTE MEDICAL LIBRARY 


The Ciba Pharmaceutical Products, Inc., are lend- 
ing to the Charlotte Medical Library the original 
paintings of Mr. James Chapin, “The Seven Ages 
of a Physician.” These paintings will be on display 
in the Mint Museum for a month beginning April 8. 


News NOTES FROM THE STATE BOARD 


OF HEALTH 

The 1945 General Assembly passed or amended 
three laws designed to control communicable dis- 
eases in North Carolina. The first, requiring im- 
munization against whooping cough, is an entirely 
new law; the second, dealing with vaccination 
against smallpox, places the matter on a statewide 
rather than an optional county basis; while the third 
revises the requirements imposed upon syphilitics 
who apply for license to marry. 

As to the last-named, the law as originally writ- 
ten contained this provision: 

“When the applicant with syphilis has been under 
continuous weekly treatment with adequate dosage 
of standard arsenical and bismuth preparation given 
by a regularly-licensed physician for a period of 
one year”, etc. 

In view of the development of rapid treatment 
centers since the statute was passed, the following 
requirement has been substituted for the above: 

“When the applicant has completed treatment and 
is certified by a regularly-licensed physician as hav- 
ing been cured or probated, and when said physician 
has certified that he has informed both the applicant 
and the proposed marital partner of any possible fu- 
ture infectivity of the applicant.” 

What this amendment really does is to cut down 
the period of waiting for marriage on the part of an 
applicant with syphilis until he or she is cured, elim- 
inating the time element. This will be of distinct ad- 
vantage to those syphilitics wishing to marry who 
take treatment at the Rapid Treatment Centers. 

The matter of admitting unvaccinated children to 
schools has been left with the various counties, 
which were permitted to require vaccination or not. 
As amended, the law requires that all children in 
every county of the state shall be vaccinated for 
smallpox before being admitted to any school. 

The new North Carolina law requiring immuniza- 
tion against whooping cough contains the following 
provisions: 

“All children in North Carolina are required to be 
immunized against whooing cough before reaching 
the age of one year. 

“A parent, guardian, or person in loco parentis, 
of any such child not previously immunized, shall 
present the child to a physician licensed in North 
Carolina and request the physician to administer 
to such child a sufficient dosage of a prophylactic 
whooping cough agent. All whooping cough prophy- 
lactic agents used in compliance with this section 
must meet the standards required by the State 
Board of Health. 

“If the person is unable to pay for the services 
of a private physician, or for the prophylactic agent, 
the child may be taken to the county health officer 
or county physician of the county in which the child 
resides where such prophylactic agent shall be pro- 
vided and administered free. The county appropri- 
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ating body shall make available sufficient funds for 
the purchase of such immunizing agent for such 
cases. 

“The physician administering the whooping cough 
dosage shall submit a certificate to the local health 
or quarantine officer and give a copy to the parent, 
guardian, or person in loco parentis, of the child. 
Forms for the certificate shall be supplied by the 
State Board of Health. 

“No principal or teacher shall permit any child 
to enter a public, private or parochial school with- 
out the certificate provided for or some other ac- 
ceptable evidence of immunization against whooping 
cough. 

“If any physician, licensed to practice in North 
Carolina, certifies that such dosage is detrimental 
to a child’s health, the requirements of this section 
shall be inapplicable until such dosage is found no 
longer to be detrimental. 

“The wilful violation of any part of this section 
is a misdemeanor punishable by a fine of not more 
than fifty dollars or by imprisonment for not more 
than thirty days in the discretion of the court; pro- 
vided this Act shall not apply to children whose pa- 
rent or parents or guardian are bona fide members 
of a recognized religious organization whose teach- 
ings are contrary to the practices herein required, 
and no certificate for admission to any public, pri- 
vate or parochial school shall be required as_ to 
them.” 

This last provision, exempting those whose relig- 
ious tenets forbid medical treatment of or vaccina- 
tion against disease, does not apply to individuals 
who might claim to be simply conscientious objectors 
in the matter of immunization. They must be bona 
fide members of a religious organization, which ob- 
jects collectively, not individually. In other words, 
an individual parent cannot escape the responsibility 
of having his or her child immunized against whoop- 
ing cough simply because he or she, individually, 
does not choose to believe in it. Such an individual 
must be a member of a recognized religious group 
which objects to vaccination as a matter of prin- 
ciple and not prejudice. 


* 


During the past thirty years the State Laboratory 
of Hygiene has distributed more than 20,000 liters 
of anti-typhoid vaccine, or enough to give two com- 
plete series of inoculations to every man, woman 
and child in North Carolina. 

During this period the death rate from typhoid 
fever has been reduced from 35.8 in 1914 to 0.5 per 
100,000 population in 1943, 

The immunization each year of an average of 
200,000 people, over a period of thirty years has 
produced an immune group of uncertain proportions, 
which has had a great influence on the morbidity 
and mortality rates. 

It is a recognized fact that the presence of such 
an immune group in an area will effectually prevent 
the occurrence of any wide spread epidemic. This is 
borne out by our experience in North Carolina, where 
typhoid fever has become more and more a rural 
disease, endemic in certain areas where the percent- 
age of immunes is relatively low. 

The reduction in typhoid fever rates testifies to 
the fact that safe-guards have been placed around 
water supplies, milk and other foods, as well as 
by general prophylaxis through immunization of a 
large portion of our population. 

Typhoid has taken a tremendous toll in past years, 
and unless we continue the program of sanitation 
and immunization, we may experience a reversion 
to higher rates, because of our self complacency and 
lack of precautions. 


— 
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NEWS NOTES FROM THE NORTH CAROLINA 


TUBERCULOSIS ASSOCIATION 

The Trudeau School of Tuberculosis announces 
its thirty-first session, which will begin at Saranac 
Lake, N. Y., on September 10, continuing for four 
weeks, after which two weeks of supplemental work 
will be offered by the Faculty of Columbia Uni- 
versity at Bellevue Hospital, New York. 

The course is intended for graduates in medicine 
who wish to prepare themselves for sanatorium or 
public health practice; for physicians desiring a re- 
fresher course in tuberculosis, and for fourth year 
undergraduates. 

The fee is $100.00 for either the four or six weeks’ 
course. A few scholarships are available to qualified 
applicants. 

For further information write to the State Office. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 


FOREST COLLEGE 

Dr. Felda Hightower has resigned as instructor 
in surgery to accept a position as chief surgeon at 
the Baker Sanatorium in Lumberton. He left to as- 
sume his new duties on April 1. 

* 

Dr. Eugene A. Stead, Jr., Professor of Medicine at 
Emory University, delivered the third annual Phi 
Chi lecture at the Bowman Gray School of Medicine 
on April 9. His subject was “Edema.” 

* * * 

Dr. George T. Harrell and Dr. Robert P. More- 
head were guest speakers at a meeting of the Rich- 
mond Academy of Medicine on March 26. Dr. Harrell 
spoke on “Basic Supportive Therapy in Rocky 
Mountain Spotted Fever,” and Dr. Morehead’s sub- 
ject was “Renal Injury in Rats with dl Serine.” 

* * ok 


Dr. George Harrell addressed the Columbia Medi- 
cal Society in Columbia, South Carolina, on April 9. 


EDGECOMBE-NASH COUNTIES SOCIETY 
Dr. W. W. Vaughan of Durham was guest speaker 
at the March meeting of the Edgecombe-Nash Coun- 
ties Society. His subject was “X-Ray Aspects of 
Gastritis.” Following Dr. Vaughan’s talk case re- 
ports were presented by Dr. A. L. Daughtridge of 
Rocky Mount. 


FORSYTH COUNTY MEDICAL SOCIETY 
The Forsyth County Medical Society held a din- 
ner meeting in Winston-Salem on March 13. Dr. 
Vineent W. Archer of the University of Virginia 
spoke on “Lesions of the Gastro-Intestinal Tract 
Other than Ulcer and Cancer.” 


NEWS NOTES 

Dr. James P. Bunn of Rocky Mount, secretary- 
treasurer of the Edgecombe-Nash Counties Medical 
Society, died unexpectedly at his clinic on April 5. 

* * 

Dr. H. M. Montgomery of Burlington died at his 
home on March 31 after a critical illness of one 
month. He had been in practice in Alamance 
County for more than forty years. 

* * 


Dr. J. A. Whitaker, Rocky Mount City Health 
Officer for the past nine years, has resigned to ac- 
cept a post with the Columbia Presbyterian Hos- 
pital of New York City as resident physician in 
urology. 
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Dr. L. R. Hedgpeth of Lumberton has been made 
chief of staff of the Baker Sanatorium. Dr. Felda 
Hightower, formerly of Winston-Salem, was named 
chief surgeon, and Dr. Roscoe D. McMillan of Red 
Springs was added to the staff. Dr. H. H. Bradshaw 
of the Bowman Gray School of Medicine was made 
consultant surgeon. 

* 


Dr. John S. Chamblee, Nash County Health Officer, 
has been appointed acting health officer for Wilson 
by the State Board of Health. 


* * 


Dr. B. E. Stephenson of Roanoke Rapids and Dr. 
Barnes Woodhall of Durham have been promoted 
from the rank of major to that of lieutenant colonel. 


* * * 


Dr. Joseph P. McCracken of Durham, serving 
overseas with the 158th General Hospital, has re- 
cently been promoted to the rank of major. 


* * * 


Lieut. Comdr. Charles Bunch of Charlotte, sta- 
tioned at a naval hospital in the Caribbean area, 
has been awarded the Naval Reserve Medal for his 
long service and action in the reserve. 

* * 


The Navy and Marine Corps Medal has been 
awarded to Lt. John W. A. Woody of Tryon, with 
the following citation: 

“For heroism in action against the enemy on 
Guam, MARIANAS ISLANDS, from 21 July to 10 
August, 1944. Lieutenant WOODY, serving as medi- 
cal officer with an infantry battalion, performed his 
duties with exceptional skill and tenacious devotion. 
His untiring efforts under extremely hazardous con- 
ditions saved many lives by making possible the 
prompt evacuation and rendering of medical aid to 
the seriously wounded. During 21-22 July, 1944, in 
a period of less than twenty-four hours, despite the 
necessity for evacuation over a high vertical cliff, 
Lieutenant WOODY treated more than two hundred 
casualties under heavy enemy mortar fire and man- 
aged to evacuate all cases that could survive the trip 
down the cliff. In a situation which appeared to be 
hopeless due to heavy enemy mortar fire, lack of 
medical supplies, extremely  ‘fficult terrain, and 
numerous casualties among ©. medical personnel, 
Lieutenant WOODY by his resv.ute devotion to duty 
succeeded in treating and saving many lives. His 
courageous conduct and professional ability were in 
keeping with the highest traditions of the United 
States Naval Service. 

(Signed) “H. M. SMITH 
“Lieutenant General, 
“U. S. Marine Corps.” 


Not Canceled 


The art contest sponsored by Mead Johnson & 
Company on the subject of “Courage and Devotion 
Beyond the Call of Duty” (on the part of physi- 
cians) has not been canceled or postponed. 

The closing date remains May 27, 1946. 

There will be no annual exhibit this year of the 
American Physicians Art Association, due to the 
cancellation of the American Medical Association 
meeting which had been scheduled to take place in 
Philadelphia, June 18-22, 1945. 

For full details regarding the $34,000 prizes and 
the “Courage and Devotion” contest, write Dr. 
Francis H. Redewill, Secy., A.P.A. Assn., Flood Bldg., 
“— — Cal., or Mead Johnson & Co., Evans- 
ville, Ind. 
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CHEST PHYSICIANS CANCEL MEETING 
The American College of Chest Physicians has 
cancelled its annual meeting, scheduled to be held 
at Philadelphia, June, 1945. 
The Executive Council of the College voted to hold 
a business meeting of the Board of Regents at 
Chicago, June 17. 


AMERICAN BOARD OF OBSTETRICS AND 


GYNECOLOGY, INC. 

The general oral and pathology examination 
(Part II) for all candidates will be conducted at 
Atlantic City, New Jersey, by the entire Board from 
Wednesday, June 13, through Tuesday, June 19, 
1945. The Hotel Shelburne in Atlantic City will be 
the headquarters for the Board. Formal notice of 
the exact time of each candidate’s examination will 
be sent him several weeks in advance of the exami- 
nation dates. Hotel reservations may be made by 
writing direct to the Hotel. 

The Office of the Surgeon-General (U. S. Army) 
has issued instructions that men in service, eligible 
for Board examinations, be encouraged to apply and 
that they may request orders to detached duty for 
the purpose of taking these examinations whenever 
possible. 

Candidates in Military or Naval Service are re- 
quested to keep the Secretary’s Office informed of 
any change in address. 

Deferment without time penalty under a waiver 
of our published regulations applying to civilian 
candidates, will be granted if a candidate in service 
finds it impossible to proceed with the examinations 
of the Board. 

Applications are now being received for the 1946 
examinations. For further information and applica- 
tion blanks, address Dr. Paul Titus, Secretary, 1015 
Highland Building, Pittsburgh 6, Pennsylvania. 


NATIONAL FOUNDATION FOR INFANTILE 


PARALYSIS, INC. 

Scholarships for training in physical therapy 
under the $1,267,600 program of The National Foun- 
dation for Infantile Paralysis are available imme- 
diately for classes commencing in June and July. 

As a result of the increasing use of physical 
therapy in the treatment of infantile paralysis and 
other diseases, and because of the acute shortage 
of trained personnel, the National Foundation is 
offering these scholarships for nine to twelve 
months’ courses in approved schools of physical ther- 
apy. The scholarships will cover tuition and main- 
tenance in accordance with the student’s needs. 

Candidates for National Foundation scholarships 
must have two years of college, including biology 
and other basic sciences, or be graduates of accred- 
ited schools of nursing or physical education. Appli- 
cations should be made to The National Foundation 
for Infantile Paralysis, 120 Broadway, New York 5, 
N. Y., or to the American Physiotherapy Associa- 
tion, 1790 Broadway, New York 19, N. Y. 


U. S. PUBLIC HEALTH SERVICE 


DIVISION OF NURSE EDUCATION 

The Division of Nurse Education announces that 
on April 9, 1945, the District No. 2 Nurse Education 
Consultant’s office was transferred to Richmond, 
Virginia. All communications should be addressed 
to: Miss Esther A. Garrison, Nurse Education Con- 
sultant in Charge, Division of Nurse Education, U.S. 
Public Health Service District No. 2, Rooms 703-704, 
State Planters Bank Building, Richmond, Virginia. 
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GUARD THOSE YOU LOVE—GIVE 
TO CONQUER CANCER 


Cancer is the greatest cause of deaths 
among women, and it ranks second only to 
heart disease as a killer of men. It brings 
more suffering and grief into homes than 
does any other thing. It is more than three 
times as deadly as war. No age is immune 
to it, although it takes its heaviest toll among 
men and women in the very prime of life. 
And cancer is no respecter of people. The 
rich and the poor, the humble and the great 
fall prey to it in ever-growing numbers. 

The riddle of cancer has baffled physicians 
since the dawn of time. It still baffles the 
medical world. Chronic irritation is known 
to produce it under certain circumstances, 
and certain substances—some of the coal tar 
derivatives, for instance—have produced it 
in laboratory tests. But the ultimate, fun- 
damental cause—just what makes cells in the 
human body go berserk and develop into 
cancers—is a discovery that lies in the fu- 
ture. 

Centuries ago, a prominent physician of 
his day prescribed the application of boiled 
cabbage as a remedy for cancer of the breast. 
Today quacks and charlatans in unknown 
numbers prey upon the gullibility and ignor- 


_ance of desperate men and women, offering 


potions, balms, salves, and various so-called 
miracle cures that are equally worthless. 
More than 5,000 such fake treatments are 
known to exist. Medical societies all over 
the country warn against them. Postal reg- 
ulations, the Pure Food and Drug Act, and 
state and federal statutes tend to limit this 
dark traffic in human misery. But only an 
alert and informed public can stamp it out. 
The unvarnished truth is that no medicine 
or drug has ever been discovered that will 
prevent or cure cancer. 

In spite of all this, the medical profession 
has three potent weapons in its fight to save 
patients attacked by cancer. They are surg- 
ery, X-rays, and radium. Sometimes one 
method may be employed. Sometimes a com- 
bination of two or of all three is used. Armed 
with these, doctors could save at least one- 
third of the patients now dying of cancer. 
Maybe the figure is as high as one half. Can- 
cers must be attacked in their early stages, 
however—before they have spread and be- 
come general instead of local. The American 
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College of Surgeons has case records which 
prove this. In its files in Chicago are care- 
fully documented records of something like 
45,000 cancer patients who were found to 
have had no recurrence of the disease within 
five years after treatment. . 

This means that an ambitious educational 
program is needed—one that will carry to 
every individual in the land the facts about 
cancer and its curability when diagnosed and 
treated early; one that will sell the public 
the habit of periodic health examinations. 
That is where the Field Army of the Ameri- 
can Cancer Society comes into the picture. 
In April, which is Cancer Control Month by 
Act of Congress and of the North Carolina 
General Assembly, the Field Army is con- 
ducting its ninth annual educational and en- 
listment campaign. Mrs. George E. Marshall, 
of Mount Airy, is State Commander for the 
North Carolina Division of the Field Army. 

In discussing plans for the 1945 campaign, 
Mrs. Marshall stated that her organization 
will distribute free literature throughout the 
state; show sound movies at meetings of 
clubs, organizations, and factory workers; 
broadcast several hundred programs over 
the state’s twenty-nine radio stations; ar- 
range meetings with lectures by members 
of the medical profession; publish hundreds 
of magazine and newspaper articles; and ex- 
ploit every medium of education and publi- 
city that is available. 

The North Carolina Division works under 
the supervision of the medical profession. 
Dr. Ivan M. Procter, of Raleigh, is its State 
Educational Director. Dr. F. .Webb Griffith, 
of Asheville, Chairman of the Cancer Com- 
mittee of the Medical Society of the State of 
North Carolina, is Chairman of the’ State 
Executive Committee. Dr. Griffith’s commit- 
tee, which includes Dr. Robert P. Morehead 
of Winston-Salem, Dr. L. W. Oehlbeck of 
Morganton, Dr. Procter, Dr. W. D. James of 
Hamlet, Dr. O. B. Bonner of High Point, and 
Dr. E. McG. Hedgpeth of Chapel Hill, are all 
members of the Field Army’s State Execu- 
tive Committee. So, too, is Dr. W. Reece 
Berryhill, of Chapel Hill. D. C. Rector, 
Mount Airy banker, is State Treasurer, and 
Miss Myrtle Ellen LaBarr, Greensboro con- 
sultant in public relations, is State Publicity 
Director. Miss Harriet W. Elliott, Dean of 
Women at the Woman’s College of the Uni- 
versity of North Carolina, is Honorary State 
Commander. 
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In addition to its intensive program of 
education in April, the North Carolina Divi- 
sion carries out a year-round schedule of 
service. During the past year, it has intro- 
duced an attractive little textbook on cancer 
in the junior high schools of the state. This 
is incorporated in the community life courses 
that are being started in schools as fast as 
teachers to conduct them can be procured. 
Another new service started during the past 
year is the making of surgical dressings for 
the use of cancer patients. Well-functioning 
units for this work are operating in Ashe- 
ville, Charlotte, and Greensboro. Others are 
being formed. Mrs. Grady Kirkman, of 
Greensboro, is State Chairman of Surgical 
Dressings. 

The North Carolina Division is providing 
funds, too, for several local projects that are 
serving cancer patients. In fact, such funds 
made possible the opening last spring of two 
new cancer clinics—one at Grace Hospital 
in Morganton, and one at the Baptist Hos- 
pital in Winston-Salem. 

Along with its concentrated educational 
program in April, the Field Army will con- 
duct its annual drive for funds. This year, 
the national organization, with Eric John- 
ston, President of the United States Cham- 
ber of Commerce, as National Campaign 
Chairman, is asking for $5,000,000 for its 
war chest in the fight on cancer. This is more 
than it has ever sought to raise, and marks 
the first time in the country’s history that 
professional and lay persons have joined 
hands to finance an attack on cancer from 
all angles. Included in the plans is the rais- 
ing of funds with which to make possible 
wide research into the cause, prevention, and 
cure of cancer. Included, also, is the raising 
of funds for education and service to cancer 
patients. 

Funds will be derived from three sources. 
Individuals are being asked to enlist in the 
Field Army. An enlistment costs one dollar. 
Gifts of large and small amounts are being 
sought from large corporations, business 
concerns, clubs, organizations, and individ- 
uals. Books of air mail stickers are being 
offered for sale. On a per capita basis, the 
amount sought is less than the price of any 
popular soft drink. John Kerr, Jr. of War- 
renton, is state campaign chairman, and 
Mrs. Marshall is co-chairman. 

Cancer deaths in the United States num- 
bered 166,848 in 1943—the highest on rec- 
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ord. On the basis of knowledge and skill 
now in the hands of the medical profession, 
one third of these deaths were needless— 
maybe as many as one-half of them. This 
means that enough people died needlessly of 
cancer in 1943 to populate a city like Greens- 
boro or a county like Nash. The North Caro- 
lina Division believes that the saving of such 
lives and the making possible of research 
which may ultimately conquer cancer is a 
crusade worthy of the earnest support of 
every citizen. 

Guard those you love — give to conquer 
cancer! 


BOOK REVIEWS 


Endocrinology of Woman. By E. C. Ham- 
blen, B.S., M.D., F.A.C.S., Clinical Professor 
of Endocrinology and Associate Professor 
of Obstetrics and Gynecology, Duke Uni- 
versity School of Medicine; Chief of the 
Endocrine Division and _ Endocrinologist, 
Duke Hospital, Durham, North Carolina. 
571 pages. 157 figures and plates. Spring- 
field, Illinois: Charles C. Thomas, 1945. 


Dr. Hamblen has for many years represented the 
invaluable correlative point of view, with his in- 
terests evenly balanced between basic endocrine 
physiology and applied clinical endocrinology. In the 
present volume, he brings together in an organized 
clinical monograph the innumerable fundamental 
discoveries in the field of endocrinology of women. 
His avowed intention to make available clinical data 
which can be readily applied to diagnosis and treat- 
ment is fully accomplished. The broad scope of this 
work, covering every physiological endocrine func- 
tion and practically all abnormalities of the endo- 
crine glands, makes it a ready reference book, as 
well as a clear and concise text of endocrinology. 

He adheres to his usual sound principles in the 
presentation of this material, clearly stating the es- 
tablished facts as such, presenting the controversial 
material in a lucid and critical manner, and through- 
out keeping in mind the clinical significance of each 
point as it is made. 

On page 443, Dr. Hamblen makes the arbitrary 
statement: “Androgenic therapy, regardless of what 
may be its supposed indication, always is contra- 
indicated in the treatment of the female.” On page 
450 he states that “No justification exists for the 
use of androgens in the therapy of dysmenorrhea 
...exposing the patient to possible pharmacologic 
mayhem,” In this one controversial point Dr. Ham- 
blen has taken an almost irrevocable stand. Al- 
though the reviewer is definitely inclined to agree 
with Dr. Hamblen, there have been many favorable 
reports in the literature on the use of androgens 
in women. 

The book is divided in a very practical manner, 
making it ideal for use of the practitioner or stu- 
dent, since the material is easily found. The index 
is complete, and the bibliography is supplied in two 
ways: “(1) footnotes for documentation and ampli- 
fication, and (2) lists of references for supplemental 
reading which appear at the end of chapters.” The 
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fact that all references are to books and articles in 
the English language immeasurably enhances the 
value of the book for the average student and phy- 
sician. 

Part I presents the history, embryology, anom- 
alies, histology, anatomy, secretory control, chem- 
istry, physiology, and interrelations of each of the 
endocrine glands. The more significant points are 
adequately emphasized. 

Part II is a section on applied endocrine physi- 
ology, including antenatal growth, sexual differenti- 
ation, childhood development, sexual maturation, 
sexual maturity (menstruation, conception, gesta- 
tion) and sexual regression. These chapters provide 
a clear conception of normal variations in the detail 
which is necessary for the accurate evaluation of 
every endocrine problem. The section on the cli- 
macteric deserves special mention, and should be 
read carefully by every physician. 

Part III is a complete presentation of endocrine 
diagnostic methods, with an evaluation of the use- 
fulness of each method in clinical application. 

Part IV takes up the known functional disorders 
of each of the endocrine glands. Each disease is dis- 
cussed from all aspects, although emphasis is placed 
upon its effect on the sexual and reproductive func- 
tions in the woman. An adequate number of illus- 
trative photographs and photomicrographs are in- 
cluded. 

The final section applies the facts and theories of 
endocrinology to functional disorders and diseases 
of gynecology and obstetrics, including chapters on 
abnormal sexual growth, abnormal sexual differenti- 
ation, obesity and leanness, abnormal uterine bleed- 
ing, functional uterine bleeding, dysmenorrhea, com- 
plications of pregnancy, and sterility. The diagnosis 
and treatment of each condition are clearly outlined. 

The reviewer recommends this volume for the use 
of every student and physician. 


Fundamentals of Internal Medicine. By 
Wallace:-Mason Yater, M.D., F.A.C.P., Pro- 
fessor of Medicine, Georgetown University 
School of Medicine. Ed. 2. 1204 pages, with 
275 illustrations. Price, $10.00. New York: 
D. Appleton-Century Co., Inc., 1944. 


The second edition of Dr. Yater’s book has been 
revised and brought up to date in a fairly satisfac- 
tory manner. The list of contributors is given, but 
the individual articles are not signed by the author, 
as in the first edition. The table of contents preced- 
ing each chapter has been deleted. 

Revisions and additions are included in most of 
the sections, particularly in those dealing with dis- 
eases in which sulfonamides are indicated. A brief 
outline of the toxic reactions encountered with the 
use of sulfonamides is included under the section on 
the treatment of pneumonia. The section on fungus 
diseases is enlarged. Unfortunately the bibliography 
which accompanies each section has not been brought 
completely up to date. 

A final section has been added in which general 
information for the house officer and practitioner 
is outlined. This section deals with the relationship 
of the doctor to organized medicine and to his fel- 
low physicians, and is an excellent presentation of 
general problems with which the young doctor 
should become acquainted. 

The value of the book lies in its brief review of 
diseases according to systems. It was not intended 
to be.a complete and detailed treatise on internal 
medicine, and should not be used as such. 


Neurology of the Eye, Ear, Nose and 
Throat. By E. A. Spiegel, M.D., Professor 
of Experimental Neurology, Temple Uni- 
versity School of Medicine, and I. Sommer, 
M.D., Lecturer in Ophthalmology, Long Is- 
land College of Medicine, Consultant Oph- — 
thalmologist and Otolaryngologist, Chicago 
Eye and Ear Hospital. 690 pages, with 118 
illustrations. Price, $7.50. New York: Grune 
& Stratton, Inc., 1944. 


This English edition of Oto-Ophthalmo-Neurologie, 
based partly upon and completely rewritten from 
the German text of the authors published in 1931, 
is an excellent source of information for those phy- 
sicians whose interests lie in the field of neurology, 
neurosurgery, ophthalmology, and otolaryngology. 

The anatomy, physiology, and. pathology of the 
nervous system as it is related to the eye, ear, nose, 
and throat are presented from the experimental and 
clinical points of view. The acoustic and statokinetic 
labyrinths in health and disease are considered. The 
functional tests of the inner ear are presented and 
the findings of the clinical examination are inter- 
preted. A section is devoted to pain in the face and 
to otogenic endocranial complications. The neuro- 
logical conditions of the eye are discussed from the 
points of view of the optic pathways and centers, 
the fundus, extra-ocular and smooth muscles, and 
the sensory nerves. The neurological survey of the 
nose, mouth, pharynx, and larynx is described. The 
final chapters are devoted to local symptoms of the 
brain stem and the cerebrum. 

The sixty-eight pages of references and the 118 
illustrations are alone worth the price of the volume. 
No neurologist, neurosurgeon, ophthalmologist, or 
otolaryngologist should be without this book. 


The Chemistry and Pharmacy of Vegetable 
Drugs. By Noel. L. Allport, F.I.C., Research 
Chemist, The British Drug Houses, Ltd. 
252 pages. Price, $4.75. New York: Chemi- 
cal Publishing Co., Inc., 1944. 


The author has attempted to collect and sort much 
information concerning the preparation and stand- 
ardization of drugs derived from the vegetable king- 
dom. The chemical classification has been adhered 
to for most of the drugs, but in some cases drugs 
are classified according to their therapeutic use, es- 
pecially when such use is rather restricted. This 
would be somewhat confusing except for an exten- 
sive and inclusive index which greatly facilitates 
the use of the book. The subject is by no-means ex- 
haustively treated, but the book serves rather as an 
introduction to the study of vegetable drugs. 

The method of approach is in general consistent 
for each group. The plant or tree from which the 
drug is obtained is described, and some of its cul- 
tural characteristics and its native habitat are given. 
The methods of collection and preparation of the 
crude material are discussed, and the preparation 
of the more refined product is described in rather 
general terms. Where possible, a brief and usually 
somewhat inadequate discussion of the chemistry is 
given, together with methods for assay and test. 
Therapeutic uses are briefly mentioned! The fre- 
quent insertion of historical material and illustra- 
tions adds to the reading pleasure. 

The book should be interesting to pharmacists and 
students of pharmacy. It will also be of interest to 


physicians and students of medicine, from the cul- 


tural rather than the practical viewpoint. The book’s 
worth as a source of information is definitely lim- 
ited by its briefness and by the complete lack of a 
bibliography. 
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Military Medical Manuals. A Manual of 
Tropical Medicine. Prepared under the aus- 
pices of the Division of Medical Sciences of 
the National Research Council. 727 pages 
with 284 illustrations. Price, $6.00. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1945. 


This is by far the most usable recent volume on - 
the subject. The material, prepared in large measure 
by the staff of the Army Medical School, covers not 
only the usual tropical diseases but also many other 
infectious diseases. The book is of such length that 
it can easily be read by busy practitioners or by 
medical students and house officers. Since it is in- 
tended as a field manual, no references are given; 
this detracts but slightly from the value of the book. 
The illustrations are well chosen and excellently 
reproduced on good paper. They cover not only clini- 
cal signs but pathologic lesions. Helpful charts to 
illustrate the epidemiology and mode of transmission 
of the parasites and diagnostic features of the dis- 
eases are scattered through the book. This manual 
is unhesitatingly recommended. 


Synopsis of Clinical Laboratory Methods. 
By W. E. Bray, Professor of Clinical Pa- 
thology, University of Virginia. Ed. 3. 528 
pages. Price, $5.00. Saint Louis: The C. V. 
Mosby Co., 1944. 


This popular book is extremely valuable in the 
field of the laboratory diagnosis of disease. The 
author has consistently kept pace with new develop- 
ments and discoveries, so that each new edition is 
brought up to date. It adequately meets the demand 
for a ready reference book of accepted laboratory 
techniques. It is concise, yet complete, and therefore 
should find wide use among busy practitioners and 
students. 

Many new subjects are discussed in this third 
edition, including the Rh factor, anti-Rh, cold ag- 
glutinins, tests for sulfonamide crystals, and the 
laboratory diagnosis of toxoplasmosis. The contents 
of the book are logically arranged and well indexed. 
This book is highly recommended to those who wish 
to have the essentials of diagnostic laboratory pro- 
cedures condensed into one volume. 


Medico-Legal Blood Group Determination. 
By David Harley, M.D., St. Mary’s Hospital, 
London. 119 pages. Price, $3.50. New York: 
Grune and Stratton, Inc., 1944. 


The subject of the blood groups and their relation- 
ships in medicolegal cases is covered adequately in 
this concise manual. Theory, technique and practice 
receive emphasis in the author’s direct and lucid 
style. The section on the theory of blood groups is 
an orderly presentation of the theories and facts of 
the subject, for which the author expresses his in- 
debtedness to standard textbooks such as that of 
Wiener. This information is clearly stated and serves 
as an introduction and background for the material 
in the rest of the book. The section on technique is 
complete to the fine details of the procedures to fol- 
low and the points to be avoided in the performance 
of the blood tests. Interpretations of the results ob- 
tained are discussed briefly. The section on practice 
is built up by the use of actual case records cover- 
ing the history, physical findings, laboratory find- 
ings, and the interpretation of these facts. These 
records are very helpful in accentuating points 
which may have been slighted in the preceding por- 
tions. 

Harley’s Medico-Legal Blood Group Determination 
is recommended highly to all those interested in the 
subject. 
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The Marihuana Problem in the City of New 
York. By the Mayor’s Committee on Mari- 
huana. 220 pages. Price, $2.50. Lancaster, 
Pa.: The Jaques Cattell Press, 1944. 


As a result of the general belief that the use of 
marihuana was becoming a problem which con- 
cerned many public agencies, the Mayor of Néw 
York City appointed a committee of experts to in- 
vestigate the use and effects of the drug. This mon- 
ograph is the published report of the Committee. 
The report is divided into three sections: one deal- 
ing with the sociological aspects of the problem; 
one dealing with the effects upon organic and sys- 
temic functions, and the effects upon intellectual 
functions, emotional reactions and personality; and 
the final section consisting of an exhaustive study 
of the pharmacological aspects of marihuana. 


It was found that the majority of individuals us- 
ing the drug are between 20 and 30 years old, and 
are without steady employment. It was felt that idle- 
ness, a lack of initiative, and boredom were impor- 
tant factors contributing to the continued use of 
marihuana. “Smoking is indulged in for the sake of 
conviviality and sociability and because it affords a 
temporary feeling of adequacy in meeting disturb- 
ing situations.” The behavior of the user is usually 
friendly, aggressiveness and belligerency usually not 
being seen. No relationship between the use of mari- 
huana and crimes of violence was found; nor was 
marihuana, per se, found to have any “specific stim- 
ulant effect in regard to sexual desires.” It is pos- 
sible to stop smoking marihuana abruptly with no 
after-effects comparable to morphine withdrawal in 
morphine addicts. 


The clinical studies were carried out on volun- 
teers. The most frequent symptoms found were 
tremor, ataxia and dizziness. Out of 77 subjects 
psychotic episodes occurred in nine. These episodes 
were characterized by mental confusion and excite- 
ment with periods of laughter and anxiety. 


The systemic effects found were: an increase in 
pulse rate and blood pressure; no effect on circula- 
lation rate, electrocardiogram, vital capacity, renal 
and liver function tests, blood and blood chemistry 
(except an increase in blood sugar), or the gastro- 
intestinal tract. The metabolic rate was found to be 
elevated. 


Marihuana was found to impair intellectual func- 
tioning. It did not change the basic personality 
structure, but it did lessen inhibitions. Static equi- 
librium and steadiness of the hand were most fre- 
quently disturbed, but simple reaction time, speed 
tests, and judgments of short time intervals and 
small linear distances were unchanged. 


The committee concluded that “marihuana is not 
a drug of addiction, comparable to morphine, and 
that if tolerance is acquired, this is of a very limited 
degree.” Many of the effects suggest therapeutic 
possibilities, and the impression was gained that 
marihuana was useful in treating withdrawal symp- 
toms of morphine addicts. 

The section on the pharmacological action is quite 
complete. Methods of bio-assay and the active prin- 
ciples of the drug are discussed. The effects of mari- 
huana were studied in a variety of animals, and no 
evidence of tolerance was obtained. The effects are 
attributed to an action on the central nervous sys- 
tem. 

This monograph is authoritative and is a very 
timely contribution to medical and sociological lit- 
erature. Speculation and superstition concerning 
marihuana can now be replaced by precise informa- 
tion. 


BOOK REVIEWS 227 


Personal Mental Hygiene. By Dom Thomas 
Verner Moore, O.S.B., M.D., Ph.D., Profes- 
sor of Psychology and Psychiatry, Catholic 
University of America. 323 pages. Price 
$4.00. New York: Grune and Stratton, Inc., 
1944, 


This book starts out with a review of concepts 
of mental hygiene and mental illness, then discusses 
in a rather superficial way some scattered aspects 
of emotional difficulties and of mental hygiene in 
education and in the home, and builds up to religious 
aspects. Chapter 17 is titled “‘Unwholesome Drives: 
Fame and Feminine Charms”; Chapter 18 is titled 
“Unwholesome Drives: The Lure of Pleasure and 
Its Rationalization’; Chapter 19, “Religious Sub- 
limation.” 

The language is difficult to understand. A large 
number of statements are not acceptable from a 
scientific standpoint. For example, in Chapter 2, 
page 14, the author states: “And in all probability 
one will avoid arteriosclerotic insanity if he does not 
smoke.” Case histories are cited in a_ scattered, 
rather inadequate way, and a large part of the book 
is taken up by quotations from literature and the 
Bible. The author fails to point out just what he 
desired to illustrate with these quotations. 

The book brings nothing new to the medical pro- 
fession and workers in allied fields. In the layman’s 
mind it might create a good deal of confusion. This 
book cannot be recommended to the profession or to 
laymen. 


Proceedings of the Rudolf Virchow Medical 
Society in the City of New York. Vol. 3, 
1944. By the Publication Committee (Franz 
M. Groedel, M.D., Bruno Kisch, M.D., and 
Erwin Schiff, M.D.) Price, $2.00. 103 pages. 
New York: Brooklyn Medical Press, 1945. 


This volume is composed chiefly of very short 
notes summarizing the discussions at meetings. 
Little original work is represented. 


First Use of Intravenous Anesthesia 


The first recorded use of an anesthetic agent by 
vein is credited to a French surgeon, L. Ore, of 
Lyons and Bordeaux, it is stated in the Winter, 1945, 
issue of The Journal of Parenteral Therapy, which 
reviews R. Charles Adams’ comprehensive mono- 
graph on intravenous anesthesia. In 1872 the 
Frenchman intravenously administered 9 Gm. of 
chloral hydrate in 10 ce. of water to a patient with 
a crushed finger and traumatic tetanus. The most- 
used intravenous anesthetic agent is evipal, which, 
since its introduction in 1932, is estimated to have 
been used over 10,000,000 times. 


The Use of Airfoam in the Treatment of 
Leg Ulcers 

Important possibilities in the curing of leg ulcers 
through use of Airfoam—a:' leading peacetime ma- 
terial for seat-cushioning and similar purposes— 
were disclosed recently by The Goodyear Tire & 
Rubber Company. 

Under the direction of Dr. R. A. Simendinger of 
the Goodyear Hospital staff, Airfoam has already 
been used successfully in the treatment of several 
exceptionally stubborn leg ulcer cases. 


NORTH CAROLINA 


Iu Memoriam 


WILLIAM MERRITT JONES, M.D. 


William Merritt Jones, born in Wake County on 
January 23, 1881, died in Greensboro, July 29, 1944. 
He spent his boyhood in Cary, and at about the age 
of 13 years moved to Asheville, where he attended 
the public and private schools; later he entered the 
University of Maryland in Baltimore, from which 
institution he graduated in 1903. This same year he 
was licensed by the Medical Board which met in 
Hot Springs, North Carolina. He very soon located 
in upper New York state and practiced medicine 
there for a short time. After traveling for a while 
through the West he located in High Point, and was 
very successful in the general practice of medicine. 
A few years later he was given the position of Di- 
rector of Health for Guilford County, being among 
the first whole time county health officers in the 
United States. One of his main interests along this 
line was preventive medicine. After being County 
Health Officer for a number of years he became affil- 
iated with the Jefferson Standard Life Insurance 
Company, and at the time of his death was Medical 
Director for this company. His chief interest was 
the advancement of scientific medicine. He had been 
president of the Guilford County Medical Society, 
Councilor for the Eighth District, and a member 
of the Board of Medical Examiners. He is survived 
by his wife, who was Miss Lelia Mundy, and three 
daughters, Miss Hortence Jones, Mrs. Harold C. 
Ernst and Mrs. Carl Buffington. In the passing of 
Dr. Jones, Guilford County Medical Society, the 
Medical Society of the State of North Carolina, and 
his host of friends throughout the state have suf- 
fered a great loss. We shall miss him. 

Committee for the Guilford 
County Medical Society 


Rigdon Dees, M.D. 
Walter L. Jackson, M.D. 


On motion, duly seconded, it was 
RESOLVED: That the foregoing resolution be 
spread upon the records of the Guilford County Med- 
ical Society, and a copy thereof be sent to the 
family of the deceased and to the Secretary of the 
Medical Society of the State of North Carolina. 
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Borden Awards 

Nine American scientists received Borden Awards 
of a gold medal and $1,000, for outstanding contri- 
butions to scientific research in the food industry 
and related fields during 1944. This brings to 39 the 
total number of awards made since their establish- 
ment by the Borden Company in 1936. 

Designed to recognize and encourage outstanding 
research achievements, the awards are administered 
by seven professional and scientific associations. 
These are: The American Chemical Society; Ameri- 
can Academy of Pediatrics; American Dairy Science 
Association; American Home Economics Associa- 
tion; American Institute of Nutrition; Poultry 
Science Association and The American Veterinary 
Medical Association. 


Wyeth Advertising Cited 

With paintings occupying four of the three hun- 
dred places set aside in the “human interest” group, 
at the 24th Annual Exhibition of Advertising Art, 
to be held in New York from April 10th to 29th in- 
clusive, Wyeth Incorporated, of Philadelphia, has 
again scored heavily with the experts. Each of these 
paintings dramatically emphasizes the Wyeth mes- 
sage to consumers: “Save your doctor’s time in 
wartime.” 

“But it’s my last night, Dad—can’t another doc- 
tor go?” is the G. I.’s appeal in one of this series, 
which, in addition to recognition by the Art Direc- 
tor’s Club, has been chosen for inclusion in the hun- 
dred outstanding advertisements to receive Wartime 
Advertising Awards. 


Squibb Adds Pituitary Gonadotrophin to 
Hormone Line 

For the treatment of hypogonadism resulting 
from pituitary hypofunction, E. R. Squibb & Sons, 
New York, have added to their extensive line of 
hormone products a Pituitary Gonadotrophin. This is 
a highly purified, stable preparation extracted from 
the pituitary glands of horses, the pituitaries of 
which are richer in gonadotrophin than those of any 
other species except man. 

Pituitary Gonadotrophin Squibb is supplied in dry 
form in 5-cc. rubber-diaphragm capped vials con- 
taining 125 rat units (25 units per 1 cc.) together 
with a 5-cec. ampul of Sterile Isotonic Solution of 
Sodium Chloride for use as a diluent. 


toward winning the war— 


DONE! 


If you can’t be on the battlefield—you can do your part 


BUY WAR BONDS — THE BEST 
AND SAFEST INVESTMENT 


The new drive is now on — America depends on YOU 
and your money to win an early victory —IT CAN BE 


4 
99 
228 
j 


April, 1945 ADVERTISEMENTS XXI 


Metamucil softens the fecal residue, protects intestinal mucosa and exerts a 
gentle, stimulating, physiologic peristalsis. 
Metamucil is the highly refined non-irritating extract of a seed of the 
psyllium group, Plantago ovata (50%), combined with dextrose (50%). 
Metamucil mixes readily with liquids—is pleasantly palatable. 


Supplied in 1-lb., 8-oz. and 4-0z. containers. 


ACCEPTED 


G. D. SEARLE « co., Chicago 80, Illinois. 


Metamucil is the registered trademark of G. D. Searle & Co. 
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INDEX TO ADVERTISERS 


Burroughs Wellcome & Co. XII-XXiii Saint Albans Sanatorium .................................... XXXII 
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710-11 NISSEN BUILDING 


C. M. Hooper — 
H. R. Field — State Director — Professional Dept. 


SPECIAL POLICY FOR MEMBERS 
OF THE N. C. MEDICAL SOCIETY 


No Terminating Age 


@ Pays full benefits from FIRST DAY to LIFETIME for SICKNESS or ACCIDENT 
@ Non-confining Sickness Benefits paid for LIFE 

@ Full waiver of premium for total permanent disability 

@ Your individual policy can NEVER be terminated or restricted 


WORLD INSURANCE COMPANY 


Managers — 


WINSTON-SALEM, N. C. 


Swift Hooper, Jr. 
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SODIUM 


Burroughs Wellcome 


has made available for 


Penicillin Sodium, 
now that this vital drug 
is released 


for civilian use. 


| 100,000 Oxford Units 


general therapeutic purposes 
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Wyeth 


is the S.M.A. rule: one measure* of S.M.A. Powder to one 
ounce of warm (previously boiled) water, whatever the quan- 
tity desired. It is easy to prepare S.M.A. and it is easy for 
doctors to tell mothers how to do so. 

Because §.M.A. is so closely akin to breast milk babies 
relish it. . . digest it easily . . . thrive on it. Like breast milk 
the S.M.A. formula remains constant. Only the quantity 
need ever be changed. S.M.A. babies are such comfortable 
babies . . . doctors as well as mothers are grateful for S.M.A. 


S.M.A. is derived from tuberculin-tested cow’s milk in which part of the fat is 
replaced by animal and vegetable fats including biologically assayed cod liver oil; 
with the addition of milk sugar, vitamins and minerals; altogether forming an 
antirachitic food. When diluted according to directions, it is essentially the same as 
human milk in percentages of protein, fat, carbohydrates and ash, in chemical 
constants of the fat and in physical properties. 


*One S.M.A. measuring cup enclosed in each 16 oz. can of S.M.A. Powder. 


S.M. A. INFANT FOODS ARE 
COUNCIL ACCEPTED 


Dyeth 


IT’S EASY TO MIX... 


S. M. A. DIVISION +» WYETH INCORPORATED + PHILADELPHIA 3, PA. 
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PENICILLIN 


Product of a2 common mold... but most uncommon care 


The mold which produces penicillin is a mold of 
a fairly common variety, occurring freely in nature. 
But the production of penicillin for the medical pro- 
fession depends upon precautions to insure sterility 
which are most uncommon, 


One of the most important requirements of the 
finished penicillin is freedom from pyrogens. Each 
manufactured lot of PENICILLIN Schenley is tested 
(as illustrated above) to insure utmost pyrogen- 
freedom. Such measures of uncommon care will 
continue to assure the greatest degree of productiv- 
ity ..... the highest degree of pyrogen-freedom ... 
for PENICILLIN Schenley. 


IN 


WAS A 


Producers of PENICILLIN SCHENLEY ¢ Executive Offices: 350 Fifth Avenue, N. Y.C. 
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May 


GOOD HEALTH? 


Pp Ah dnnual 


POSTURE WEEK 


STAND TALL: SIT TALL WALK TALL 


TWO OF A SERIES of educational posters in full color telling the story 
of Good Posture as one of the elements in Good Health and Physical 
Fitness. The Poster on the left broadens the theme to stress the impor- 
tance of medical counsel, sound nutrition, relaxation and sensible exercise. 


IN ITS SEVENTH YEAR, National Posture Week con- 
tinues its sound and ethical program of focusing the 
attention of the country on the significance of Good 
Posture to good health and physical fitness. As the 
years go on, it is becoming evident that the special 
events of National Posture Week and the year-round 
program have encouraged many suffering from poor 
body mechanics to seek professional counsel. 


While the public will be reached through every 
popular channel of public information, emphasis is 
again being placed on the distribution of authorita- 
tive literature to schools, colleges, medical and gov- 


ernment bodies, industrial, professional and civic 
public health groups. 


Physicians, educators and lay groups in the field of 
public health have shown in practical cooperation and 
voluminous correspondence that they approve the 
content and methods of National Posture Week and 
its year-round physical fitness program. It is our hope 
that we will continue to merit this support in this 
year of Victory and during the post-war years of ad- 
justment which will present so many problems to those 
charged with maintaining the health of the nation. 


S.H. CAMP & COMPANY * Jackson, Mich. * World’s Largest Manufacturers of Scientific Supports 
Offices in NEW YORK ¢ CHICAGO ¢ WINDSOR, ONTARIO « LONDON, ENGLAND 


Yree: These two illustrated 16-page booklets on 


Posture, prepared especially for physicians to 
give their patients. ‘The Human Back . . . Its Relationship to 
Posture and Health’’ and “Blue Prints for Body Balance’. Write 
on your professional letterhead, stating quantity of each desired 


SAMUEL HIGBY CAMP INSTITUTE 
FOR BETTER POSTURE 


Empire State Building, New York 1, N. Y. © (Founded by@S. H. Camp & Company, Jackson, Mich. 
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“.eetf the individual is depressed...” 


‘*. .. . if the individual is depressed 
or anhedonic... you can change 
his attitude... by physical means 
just as surely as you can change 
his digestion by distressing thought 
...In other words, drugs and 
physical therapeutics are just as 
much psychic agents as good advice 
and analysis and must be used 
together with these latter agents 
of cure.’’ 


Myerson, A.— Anhedonia— 
Am. J. Psychiat., July, 1922. 


When this was written—in 1922—the 
only stimulant drugs employed in the 
treatment of simple depression were of 


limited effectiveness. 


Only in the last decade has there been 
available—in Benzedrine Sulfate—a 
therapeutic weapon capable of allevi- 
ating depression, overcoming “chronic 
fatigue” and breaking the vicious circle 


of anhedonia. 


ACCEPTED 


MEDICAL 
ASS™ 


BENZEDRINE 
SULFATE TABLETS 


(racemic amphetamine sulfate) 


SMITH, KLINE & FRENCH LABORATORIES, PHILADELPHIA, PA; 
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be Through all the years, the name Koromex has always 

stood for dependability. Koromex Jelly today has 
attained its highest spermicidal effectiveness. Koromex Cream 
(also known as H-R Emulsion Cream) is equally effective, 
and is offered as an aesthetic alternative to meet the physiological 
variants. Prescribe Koromex with confidence. Write for literature. 


HOLLAND-RANTOS COMPANY, INC. ¢ New York, Chicago, Los Angeles 
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TEMPEST 


Meer JACK GIBSON, sound man of NBC. Jack is one 
of the mysterious “they” in the common expression 
of wonderment, ‘‘What will ‘they’ think of next?”’ 
The ominous rumble of thunder, so terrifying to mil- 
lions of radio listeners, he creates by deftly striking and 
shaking a huge sheet of tin plate. From other contriv- 
ances born of Jack’s ingenuity, the crackle of flames, 
the splash of rain, the drumming of horses hoofs are 
simulated with startling fidelity. Practically every sound 
from the flutter of the wings of a butterfly to the clamor 
and din of a busy factory comes within the range of 
his ingenuity. Jack is a master craftsman. 

The medical research worker is ingenious too, but 


Color Photograph by Victor Keppler 


in quite a different manner. For although his accom- 
plishments may seem as magical, with him there is no 
theater, no imitations, no pretense. In parasitized rye, 
he has found ergot. From the mold Penicillium notatum, 
he has developed the powerful penicillin. His work is 
based on scientific fact, and the fruits of his labors 
must be subjected to extensive and severe clinical 
trial, in which the studies of a year may be lost in an 
hour. In addition to ingenuity of the highest order, 
the medical research worker must possess unlimited 
patience, tireless energy, and courage unexcelled. His 


contribution to medical practice and SY 


the public health is immeasurable. 
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HASTENING THE DAY OF 


ya COUVUY For tHe convalescent, calm restful nights 


together with pleasant cheerful days may 


hasten the day of recovery. Bedtime sedation with ‘Seconal Sodium’ (Sodium Propyl-methy]- 


carbinyl Allyl Barbiturate, Lilly) encourages wholesome, natural rest. ‘Seconal Sodium’ acts 
promptly, carrying the patient over the threshold of sleep. It is then destroyed rapidly in the body 
and the effect is completely dissipated within six to eight hours. The patient awakens in the morn- 


ing fully refreshed, ready to enjoy visits during the day with considerate relatives and friends. 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S. A. 
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A FOOD FOR 
INFANTS 


& [ne 
R Dietetic 
COLUMBUS, OHIO. 
NET Weicur ONE POUNDS 


Similac for feeding the very young, small twins, prematures, 


or infants who have suffered a digestive upset. Similac is satis- 


factory in these special cases simply because it resembles breast pi 
milk so closely, and normal babies thrive on it for the same bk = 
reason. This similarity to breast milk is definitely desirable — nal 


from birth until weaning. 


A powdered modified milk product especially prepared for infant feed- 
ing, made from tuberculin tested cow’s milk (casein modified) from 
which part of the butterfat is removed and to which has been added 


lactose, olive oil, coconut oil, corn oil, and fish liver oil concentrate. 


One level tablespoon of Simiiac powder added to two ounces of water 


AMERICAN 
MEDICAL 
ASSN. 


makes two fluid ounces of Similac. This is the normal mixture and the 


caloric value is approximately 20 calories per fluid ounce. 


M& R DIETETIC LABORATORIES, INC. ° COLUMBUS 16 OHIO 
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SMACO 


(PROVITAMIN A) 


PREPARATIONS 


For the Management of Vilamin A Deficienci 
CAROTENE 


THE NATURAL SOURCE OF VITAMIN A ACTIVITY 


Carotene is especially desirable in pregnancy for it has been shown that 


it is carotene, mainly, and not vitamin A, which is supplied to the 


fetus. ‘‘Vitamin A, in contrast to carotene, either is not transmitted or 


is poorly transmitted from the mother to the fetus.’’! 


the Wing 
ont 


CAROTENE IN OIL 


CAROTENE 


Vial: 50 cc. with dropper 7,500 units of vitamin A with Vitamin D Concentrate in Oil = 
activity per Gm. Vial: 50 cc. with dropper 7,500 units of vitamin A- 
Dose: For infants and young children, ‘4 to 1 tea- activity; 1,000 units of vitamin D per Gm. 
spoonful daily: supportive, 8 to 12 drops daily. Dose: For infants and young children, 4 to 1 tea- | 
Eb Also available in capsule form. spoonful, daily; supportive, 8 to 12 drops daily. | 


AT PHARMACIES ONLY 


ILUND C. J.,and KIMBLE M. S.: Plasma Vitamin 
A and Carotene of the Newborn Infant, Am. J. 
Obst. and Gynec. 46: 207-221 (Aug.) 1943. 


S$. M. A. DIVISION + WYETH INCORPORATED © PHILADELPHIA 3, PA. 
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Almost 


At twenty, thirty seems ancient. 

At thirty, forty is distant middle age. 

At forty, well, it’ll be a long time before 
youre fifty. 

The point is that ten years ahead always 
seems like a long time. Yet, actually it passes 
“before you know it”’.. . and you find your- 
self face to face with problems, opportuni- 
ties, needs, that once seemed very far in the 
future. 

This is a good thing to remember today, 
when you buy War Bonds to speed the win- 
ning of the war. 

In ten years—only ten years—those bonds 
will bring you back $4 for every $3 you put 
into them today. 

Think of what that money may mean to 
you in 1955. An education for your children 
...ahome... maybe even retirement to the 
place and the life of your heart’s desire. 

All this your War Bonds can mean to you 
... if you buy all you can today and hold 
them to maturity. 

It won't be long till 1955. Not half as long 
as you think. 


NORTH CAROLINA MEDICAL JOURNAL 


This is an official 17.S. Treasury advertisement—prepared under auspices of Treasury Department and War Adrertising Council 
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WILLIAM PERSKE 


“Everything In Medical Equipment” 
DIRECT FACTORY DISTRIBUTORS 


Medical — Dental — Office Equipment 


X-Ray Equipment and Supplies—Complete Physical Therapy Equipment 
Suction Apparatus—Ultra-Violet Lamps—Sterilizers—Auto-Claves, etc. 


SALES & STOCK ROOMS OFFICE 
15 Vendue Range—Telephone 7783 P.O. Box 345—Telephone 2-2515 


CHARLESTON, SOUTH CAROLINA 


“Distance No Barrier To Good Service” 


SERVICING ‘Ww REPAIRING 


| 


| 
| 
| 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


A private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and those requiring general up-building. 


JAMES P. KING, M.D. SHERWOOD Dix, M.D. JAMES K. Morrow, M.D. 
(On leave to USNR) 
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INDICATES THAT... 


Schieffelin’ 


(2, 4-di (p-hydroxyphenyl)-3-ethyl hexane) 


...Merits confidence as a synthetic 
estrogenic agent of high potency and low toxicity. 
Schieffelin Benzestrol is recommended in all 
conditions in which-natural estrogenic hormones 
are ordinarily indicated. 

Schieffelin Benzestrol is available 
in tablets of 0.5, 1.0, 2.0 and 5.0 mg.; in solution 
in 10ce. vials 5 mg. per ce.; and vaginal tablets 
of 0.5 mg. strength. 


Literature and Sample on Request 


Schieffelin & Co. 


Pharmaceutical and Research Laboratories 
20 COOPER SQUARE + NEW YORK 3, N. Y. 


Let’s Finish 
The Job 
This Year— 


Buy War Bonds 
To Help Do It! 


ATTENTION!! 


Physicians desiring an inexpensive nursing 
home with graduate experienced nursing 
service for senile dementia patients rather 
than the larger institutions—contact 


C. B. HOWE 


Banner Elk Rest Home 


BANNER ELK, N. C. 


P Year round private home and schocl for 
- girls and boys of any age on pleasant 150 | 
> acre farm near Charlottesville. , 
, Individual training and care, expert | 
teachers. Limited enrollment, amusements, 
> special diets, medical care if necessary. ' 
} Entrance made at any time. Write for | 
> Booklet. 
( Mrs. J. Bascom Thompson, Principal 
d 4 
, 
4 


THE THOMPSON 
HOMESTEAD SCHOOL 
Free Union, Virginia 


: 
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7 “Marked OF complete retief of 
symptoms” occurred in 73 meno- Zz. 
4 pausal patients treated with 
Benzestrol- Formerly called by 
| by the trade nome 
Ji. Indiana State Med- Som 
“The very low incidence of side 
4 reactions: particularly of nause4, 
is of clinical ;mportance” These 
patients were Benzestrol 
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WEST BROO SC 


ESTABLISHED RICHMOND, VIRGINIA 


For the Treatment of Nervous and Mental Disorders 
and Addictions to Alcohol and Drugs 


THE STAFF 


LITERATURE ON REQUES 


DEPT. FOR MEN DEPT, FOR WOMEN 
JAS. K. HALL, MD. PAUL V. ANDERSON, M.D. T 
ASSOCIATES 
©. DARDEN, EDWARD H. WILLIAMS, M.D, 


BANEST H ALDERMAN, MD. REX BLANKINSHIP, M.D. 


CHARLOTTE EYE, EAR & THROAT HOSPITAL 


No. 106 West Seventu Sr. 
CHARLOTTE, NORTH CAROLINA 


Adjacent to Professional Building 


—STAFF— 
Oto-Laryngology 
Dr. C. N. Peever 
Dr. F. E. Morrey 
Dr. V. K. Harr 


Ophthalmology 


Dr. H. L. Stoan 
Dr. F. C. Smirn 


Perimetrist 


Marcarer Monroet Smrrn, Pxu.D. 


X-Ray ond Laboratory 
W. E. 


Superintendent 
Miss TorrENCE 


ROOMS—Single or En Suite 


/ | OFFICES OF THE STAFF ARE LOCATED IN THE HOSPITAL 


A modern, fireproof, completely equipped Hospital for the diagnosis and treatment of diseases 
of the Eye, Ear, Nose and Throat. Diagnostic and Therapeutic Bronchoscopy and Esophago- 


a? Nursing staff consists of graduate nurses only 
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GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, GREENSBORO, 
North 
Carolina 


Built and equipped for the treatment of Drug Addiction, Alcoholism, Chronic M 

nurses in constant attendance. Supervised occupational and recreation c ies, C 
ments. Rooms single and en mg a Complete In all its appoint- 


Medical Director CONSULTING STAFF Internal Medicine Gynecol 
2. Chief R. A. SCHOONOVER, M.D, FRANK SHARPE, M.D. 
cM GILMORE, M.D. H. C. WARWICK, M.D. W. CARDWELL, M.D. Eye, Ear, Nose and Throat 
Business Manager Neuro-Psychiatry S. R. TAYLOR, M.D. 
GREY SHELTON WESLEY TAYLOR, M.D. Surgery H. G. STRICKLAND, M.D. 
House Manager Cardiology H. H. OGBURN, M.D. Dental Surgery 
W. B. TODD C. M. GILMORE, M.D. B. R. LYON, M.D. A. H. JOHNSON, D.D.S. 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 


THE TUCKER HOSPITAL 


212 West Franklin Street, Corner Madison 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
: logical conditions, selected psychiatric and alcoholic cases, metabolic dis- i 
turbances of an endocrine nature, individuals who are having difficulty 3 
with their personality adjustments, and children with behavior problems. i 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. BEvERLEY R. TUCKER, Dr. Howarp R. MASTERS 
AND Dr. JAMES ASA SHIELD 


Catalog on Application 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle RICHMOND, VIRGINIA 
Medicine: Surgery: 
Alexander G. Brown, Jr., M.D. Charles R. Robins, M.D. 
Osborne O. Ashworth, M.D. Stuart N. Michaux, M.D. 
Manfred Call, III, M.D. A. Stephens Graham, M.D. 
M. Morris Pinckney, M.D. Charles R. Robins, Jr., M.D. 
Alexander G. Brown, III, M.D. Carrington Williams, M.D. 
Obstetrics: Urological Surgery: 
Wm. D as , MD. Frank Pole, M.D. 
‘Babine Marshall P. Gordon, Jr., M.D. 


Oral Surgery: 


Ophthalmology, Otolaryngology: Guy R. Beck, M.D 


W. L. Mason, M.D. 
Pathology: 


Pediatrics: Regena Beck, M.D. 
Algie S. Hurt, M.D. 


Charles Preston Mangum, M.D. Roentgenology and Radiology: 
: Fred M. Hodges, M.D. 
Physiotherapy: L. O. Snead, M.D. 
Martha Homes, R.P.T.T. R. A. Berger, M.D. 


Director: 
Mabel E. Montgomery, R.N., M.A. 


BROADOAKS SANATORIUM 


. 


James W. 
Vernon, M.D. E. H. E. 
Supt. Taylor, M.D. 


One of the Buildings 


A PRIVATE Hospital for the treatment of NERVOUS AND MENTAL DISEASES, 
INEBRIETY AND DRUG HABITS. A home for permanent care of selected 


cases of chronic nervous and mental diseases. 

Both of the medical officers reside at the SANATORIUM and both devote their 
entire time to its service. Located in Piedmont, North Carolina, the climate is mild 
and invigorating at all seasons. ; 

Equipped for the treatment by approved methods. Billiards, Tennis and other 
diverting amusements. 


MORGANTON 3 cCorrapondence solicied — NORTH CAROLINA 
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Cook County Graduate School of Medicine 
(In affiliation with COOK COUNTY HOSPITAL) 


Incorporated not for profit 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks Intensive Course in Surgi- 
cal Technique starting April 23, May 7, and 
every two weeks during the year. 

One Week Course Surgery of Colon and Rectum 
April 16, June 11, September 10. 

GYNECOLOGY—Two Weeks Intensive Course April 
23, June 18. 

One Week Personal Course Vaginal Approach to 
Pelvic Surgery May 21, July 9. 

OBSTETRICS—Two Weeks Intensive Course April 
9, June 4, 

ANESTHESIA—Two Weeks Course Regional, Intra- 
venous and Caudal Anesthesia. 

ROENTGENOLOGY—Courses in X-Ray Interpreta- 
tion, Fluoroscopy, Deep X-Ray Therapy every 
week, 

UROLOGY— Two Weeks Course and One Month 
Course every two weeks. 

CYSTOSCOPY—Ten Day Practical Course every two 

‘ weeks. 

ELECTROCARDIOGRAPHY & HEART DISEASE— 
One Month Course starting May 7. 

Two Weeks Intensive Course starting August 6. 


GENERAL, INTENSIVE AND SPECIAL COURSES 
IN ALL BRANCHES OF MEDICINE, 
SURGERY AND THE SPECIALTIES 

Teaching Faculty—Attending Staff of 
Cook County Hospital 


Address: Registrar 
427 South Honore Street, Chicago 12, Illinois 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


AA 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephones: 1004-1005 


A Protection Program For 
| The Medical Profession 


: The whole story is not told in the printing. 

The value of an insurance policy is determined 
t : by the way it performs when you need it. 
j Management, freedom from contract techni- 
| calities, and liberal company practices, when 
‘ it comes to settling a claim are the important 


things. 
The company pays the indemnity if you have 
a disability; if you can not work; if you have 


medical attention. No other factors are in- 
volved. 


Write me today and I will mail you without 
obligation the particulars of a policy which 
pays life time for accident, two years for 
sickness, and is incontestable. 


The Inter-Ocean Casualty Co. 


111 PIEDMONT BUILDING 


GREENSBORO, N. C. 


Over 14 Years of Personal Service to 
North Carolina Doctors 


RALPH J. \GOLDEN, ‘Associate! Mgr. 


ACCIDENT 
HOSPITAL-—SICKNESS 


“INSURANCE! 


FOR PHYSICIANS — SURGEONS — DENTISTS 


EXCLUSIVELY 
$5,000.00 ACCIDENTAL DEATH 
$25.00 weekly indemnity, accident and sickness 0) year 
$10,000.00 ACCIDENTAL DEATH 
$50.00 weekly indemnity, accident and sickness per year 
For 
15,000.00 ACCIDENTAL DEATH $96.00 


75.00 weekly indemnity, accident and sickness er year 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 


42 years under the same management 

$2,600,000.00 INVESTED ASSETS 
$12,000,000.00 PAID FOR CLAIMS 
$200,000 deposited with State of Nebraska for 


protection of our members. 


Disability peed pot be incurred in line of duty—benefits 
the beginning day of disability. 


86c out of each $1.00 gross income used for 
members’ benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


400 First National Bank Bldg., Omaha 2, Nebraska 
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Yes... and in Paterson, Portland, Pittsburgh and 
Pocatello . . . for this new antibiotic is now being 
distributed through the same channels which make 
other Parke-Davis prescription products available to 
the physicians and pharmacists of the country. In 
the short space of five years Penicillin has developed 
from a mold on a petri dish in a London laboratory 
to a package on the shelves of the prescription 
rooms of fifty odd thousand retail pharmacies 
throughout the United States. 


To the triumphs of Fleming and Florey must be 
added the genius of American pharmaceutical pro- 
duction which rapidly developed the means and 
methods of mass manufacture in sufficient quantity 
to meet first, the needs of the armed forces; next, 
the demands of critical civilian cases; then, to sup- 
ply limited quantities to selected hospitals through- 
out the country, and finally to release Penicillin for 


general distribution. 


Physicians may now prescribe . . . and pharma- 
cists dispense . . . 


Parke, Davis Y Company 


DETROIT 32, MICHIGAN 
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For the ca art Hew memorializing the medical profession’s 


“Courage and Devotion Seyoud the Call of Duty” 


42 PRIZES 


{| ‘21 OF THE 42 PRIZES ARE RESERVED FOR MEDICAL OFFICERS OF THE 
ARMED FORCES. THE OTHER 21 PRIZES ARE FOR CIVILIAN PHYSICIANS 


The American Physicians Art Association, through the cooperation of Mead Johnson 
& Company, announces the following Prize Contest: 


1. SUBJECT: ‘‘Courage and Devotion Beyond the Call of Duty’* —on the part of members of the 
medical profession — in military or civilian practice. Any contestant may portray either the mil- 
itary or civilian aspect of the subject (or both, if shown in one piece). 


2. MEDIA: The physician-artist’s choice of one of the following: 


1. PAINTING in oil or egg tempera. lithography, wood block and linoleum 
2. WATER COLOR, transparent or opaque. block (on paper or cloth). 

3. SCULPTURE in any medium. 6. PHOTOGRAPHY, including bromoil, 
4. DRAWING in any medium. tinted and kodachrome, as well as 
5. PRINTS, including etching, engraving, photo-montage. 


SUGGESTIONS: COMPLETE SKETCHES FOR MURAL DECORATIONS: In oil, egg tempera 
or water color drawing; PHOTO MURAL; BAS RELIEF SCULPTURE: are all eligible.) 


3. ELIGIBILITY — See Footnote * 4. DEFINITION — See Footnote * 


5. PRIZES: Forty-two prizes, divided amongst the two groups of physicians: 


To medical officers: To civilian physicians: 
1 $2,000 War Bond (E or F series) 1 $2,000 War Bond (E or F series) 
10 $1,000 War Bonds (E or F series) 10 $1,000 War Bonds (E or F series) 
10 $ 500 War Bonds (E or F series) 10 $ 500 War Bonds (E or F series) 


No physician may submit more than one piece nor win more than one of the 42 prizes. No physician is eligible 
for a prize unless he also submits for exhibition at either the 1945 or the 1946 annual exhibition of the A.P.A.A. at 
least one other original work (not previously exhibited at an A.P.A.A. Exhibition) in any medium, on any subject of 
his own choice. Prizes will be awarded on a basis of conception and execution, irrespective of medium employed. 


6. JUDGES — See Footnote x 7. EXPIRATION :DATE — See Footnote * 


8. PURPOSE OF THE COMPETITION: To memorialize the heroism and devotion of the médical pro- 
fession in war and peace. All exhibitors (including prize-winners) shall retain ownership of 
their pieces. It is understood, however, that the A.P.A.A. shall have reproduction rights and also 
the privilege, for a period of three years after the close of the contest, of displaying prize-win- 
ning objects, at art museums, libraries, county medical societies, medical schools, hospitals, 
and similar institutions for the purpose of enhancing the public’s estimate of the medical pro- 
fession. The Association shall also have the right to offer institutions such as those mentioned 
above, the privilege of copying any of the prize-winning objects for use as murals, corner- 
stones, friezes, architectural designs, etc. — for the purpose of memorializing the medical pro- 
fession’s importance in war and in peace. 

* FURTHER INFORMATION aqyqilable on request of the Association's Secretary, Dr. F. H. Redewill, 
Flood Bidg., San Francisco, Cal., or Mead Johnson & Co., Evansville 21, Ind., U.S.A. 
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